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RATED FIRST 
FOR TRANQUILIZING EFFECT" 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.’ 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.' However, its anti-psychotic effect is less 
pronounced than that of the other drugs.! 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.”? 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1, Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M. J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. 

sugar -coated tablets. Also available as 

MEPROSPAN* (200 mg. meprobamate 1 O 

continuous release capsules). # TRADE- MARK y y n 


meprobamate (Wallace) 


WALLACE LABORATORIES, 
New Brunswick, N. J. 
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INFORMATION FOR CONTRIBUTORS 


-Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JOURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R. : Diencephalon. New York : Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1959 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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now... 

long-term tranquilizer 
therapy...without 
parkinsonism-like 
side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractic drugs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar- 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 


*... Kemadrin has a definite place in the control and management of drug- 
induced parkinsonism. In many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs.” 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 ( Aug.) 1958. 


Procyclidine Hydrochloride 
Available as: 5 mg., scored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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the way back to being “part of things” 


Acute schizophrenic on first admission— One week later—tension and apprehension visibly 
tense, hostile, agitated 38-year-old male— diminished — progress in work therapy encouraging. 
TRILAFON administered intramuscularly. 


One month after admission—tensions and anxiety under control with 
TRILAFON; emerging from isolation and taking active interest in surroundings. 


4 


Psychotherapy initiated—patient less withdrawn and responding 
to direct approach; now receiving TRILAFON orally 12 mg. q.i.d. 


The smile of full participation—and 
the promise of an early discharge. 


working together 
THE PSYCHIATRIST / THE PATIENT 


—mentally alert 
and responsive 
to therapy 


Trilafon 


perphenazine 


for greater access to disturbed minds 


Dosage: Depending on the severity of the condition and 
response of the individual case, the dose is 8 to 16 mg. two 
to four times daily. Consult Schering literature for other 
indications, as well as for details on precautions and contra- 
indications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 and 500; 
16 mg., bottle of 500. RePpetans® —4 mg. in the outer layer 
and 4 mg. in the timed-action inner core, bottles of 30 and 
100. TRILAFON Injection—5 mg., ampul of 1 cc., boxes of 6 
and 100; 10 cc. vial, 5 mg./cc., boxes of 1 and 10, TRILAFON 
Concentrate — 16 mg./5 cc., bottle of 4 0z., with graduated 
dropper. TRILAFON Suppositories —4 and 8 mg., boxes of 6. 
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SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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DEXAMYL*=to.help maint 
-psychotherapet 


The antidepressant, mood-lifting effect of 
‘Dexamyl’ can often help the patient receiving 
psychotherapy to continue normal daily activities. 


*‘Dexamyl’, a combination of Dexedrine* (dextro 
amphetamine sulfate, S.K.F.) and amobarbital, 
is available as tablets, elixir and Spansule* 
sustained release capsules. 


i) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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TO PSYCHOTHERAPY 


Denial and defensive attitudes block contact with the alcoholic patient. Parenteral Ritalin renders 
him more accessible to psychotherapy by promoting verbalization of repressed and subconscious 
material. 


In a recent study of 9 alcoholic patients,! Ritalin produced “a sustained decrease of psychic resist- 
ance.” After the Ritalin interviews “all patients became significantly more involved in therapy.... 
Two of the patients... for whom intensive individual therapy was available, moved rapidly toward 
new insights with remarkable emotional participation.” 


DOSAGE: 10 to 20 mg. intramuscularly, 10 to 15 minutes before interview. 


SUPPLIED: Ritalin Parenteral Solution: Multiple-dose Vials, 10 ml., each vial containing 100 mg. Ritalin 
hydrochloride and 100 mg. lactose in lyophilized form, accompanied by a 10-ml. vial of sterile solvent. 


ALSO AVAILABLE: Ritalin Tablets, 5 (yellow), 10 (blue) and 20 mg. (peach-colored). 
Reference: 1. Hartert, D., and Browne-Mayers, A. N.: J. A. M. A. 166:1982 (April 19) 1958. 
RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


parenteral Ritalin... 
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IN CHRONIC PSYCHOTIC PATIENTS 
REFRACTORY TO OTHER THERAPIES 


66it is obvious that we have in [‘Stelazine’] a very effective drug 
which often produces results where other treatment has failed.9 9 


Gunn, D.R.: The Role of Trifluoperazine in the Treatment of Refractory Mental Patients, 
in Trifluoperazine: Clinical and Pharmacological Aspects, Philadelphia, Lea & Febiger, 1958, pp. 47-53. 


66... the majority of patients treated—formerly considered practically 
hopeless—are now in some way more easily managed on the ward.99 


Klimezynski, J.J.J.T.: Treatment of Chronically Ill Psychotic Patients with Trifluoperazine: 
A Preliminary Report, idid., pp. 101-112. 


66The relatively low number of failures of treatment, even in those who 
have been sick for a long time, must be considered almost as significant 
as the high proportion of good recoveries.9 9 


Goldman, D.: Clinical Experience with Trifluoperazine: 
Treatment of Psychotic States, ibid., pp. 71-86. 


Available: Tablets, 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, 10 cc. (2 mg./cc.) 


Literature available on request. 


Smith Kline & French Laboratories WG) leaders in psychopharmacology 


*Trademark for trifluoperazine, S.K.F. 
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the tranquility of freedom 


For the epileptic, what satisfaction can transcend the simple freedom to come and go. . . 
without fear. This precious gift of a normal life can be yours to give today, thanks in 
part to a finer knowledge of the disease—and improved drug therapy. Five anticon- 
vulsants that have contributed much to the control of epilepsy are presented here. 
Won’t you send for our detailed literature? 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 

A hydantoin of excep- 
tionally low toxicity 
for grand mal and psy- 
chomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 
Often effective where 
other therapy fails in 
grand mal, petit mal, 
psychomotor and mixed 
seizures. 


GEMONIL® 
(Metharbital, Abbott) 
Relatively non-toxic, 
for grand mal, petit mal, 
myoclonic and mixed sei- 
zures symptomatic of 
organic brain damage. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 
Homologous agents for 
symptomatic control 
of petit mal, myoclonic 
and akinetice seizures, 
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Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 


YOUR ANSWER MAY | ment of psychotic patients. in schizophrenia, manic states, and psychoses associated with 
organic brain disease, Vesprin controls intractable behavior patterns making patients more 
8 F "y DON’T KNOW” accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 

to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 


0 iat “VE be y S 0 0 i failed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 


VESPRIN MAY MAKE induced agitation is minimal. It is relatively free from side effects.’ Skin eruptions, photo- 


sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 


TH E D | FFE R E N 4 E established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 


improvement in chronically disturbed patients refractory to shock therapies and other drugs.*-4 


Dosage: Usual initial dose, 100 to 150 mg. daily, 
creased or decreased according to patient response. See 
literature. Supply: Tablets: 10, 25 and 50 mg., in bottle 
of 50 and 506 sules: 100 mg. in bottles of 50 and 
500. Emulsion: 3 c. dropper bottles and 120 « 
bottles (10 mg./cc.). Parenteral Solution: 1 cc. multiple 
dose vial (20 mg./cc.) and 1 sitig Jose vial 
(10 mg./ cc.). Vesprin Injection Unir (15 mg. i 
0.75 cc.) 

sume ty Pricele tedient 


SQUIBB TRIFLUPROMAZINE HYDROCH Ipe 
.. 8 unique halogenated phenothiazine for the management of schizophrenia, manic states, psychoses - 
associated with organic brain disease, senile psychoses, and primary behavior problems in children cermin © an 
1. Goldman, D.: Am. J. M. Se. 235:67 (Jan.)1958. 2. Morehouse, W.G., and Freed, J. E.: Monograpt heres 
4. Bruckman, N. S.; Saunders, J. C., and Kline, N. S.: Monographs on Therapy 3:24 (May) 1958 


: 
3 
me Med. Canada 87:831 (July) 1958 


there is a dosage form 
of “Compazine’ 


for every hospital need 


Concentrate?, 10 mg./cc. (available to hospitals only)—convenient 
liquid form for those patients who “‘cheek’’ tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 


liquid or semisolid foods. 


Tabletst, ; mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 


—for convenient manipulation of dosage. 


Spansulet capsules*, 10 mg., 15 mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 
therapeutic effect with a single oral dose. 


Ampulst, 2 cc. (5 mg./cc.)—for immediate control of disturbed 
patients. 


Multiple dose vialst, 10 cc. (5 mg./cc.)—for greater economy, 
convenience and flexibility of doses. 


Suppositories, 5 mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


{Special Hospital Packages available to non-profit and government hospitals. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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Mental disease constitutes today a major 
public health problem in many countries 
of the world. Among mental diseases schizo- 
phrenia is the main cause of serious, pro- 
longed disability ; in fact, in some countries 
schizophrenics now occupy more than half 
the beds in mental hospitals. 

Since the onset of schizophrenia is early 
in adult life, and the expectation of life of 
schizophrenics is not greatly reduced, not 
only are these patients withdrawn from 
society at a period when they would nor- 
mally be most productive, but, since they 
often remain physically in good condi- 
tion, their stay in hospital may last for years 
and even decades. In view of this, it is 
clearly of the utmost importance that 
thought and action be devoted to preven- 
tion, treatment and further study of this 
disease. 

No specific preventive measures are avail- 
able to reduce the frequency of schizo- 
phrenia today. However, all factors which 
promote good mental health may be as- 
sumed to be of use in preventing some of 
the manifestations of this disease. There 
are grounds for believing that, in some 
patients, it is possible by appropriate meas- 
ures of treatment to prevent worsening of 
the condition, or its becoming chronic. 

There are patients who recover so com- 
pletely that there is no evidence of their 
former illness. To some degree, almost all 
schizophrenics could be benefited by one or 
more of the treatment techniques now avail- 
able. Schizophrenics should be treated early 


1 List of Participants: Prof. Dr. W. von Baeyer, 
Germany ; Dr. J. A. Bédk, Sweden ; Prof. Honorio 
Delgado, Peru ; Prof. M. Gozzano, Italy ; Dr. Ernest 
Gruenberg, United States ; Dr. Nathan Kline, United 
States ; Dr. T. A. Lambo, West Africa ; Prof. Aubrey 
Lewis, United Kingdom; Privat Dozent Dr. Chr. 
Miiller, Switzerland; Dr. P. Ratanakorn, Thailand ; 
Prof. Martin Roth, United Kingdom ; Dr. P. M. Yap, 
Hong Kong. 

Secretariat: Dr. E. E. Krapf (Secretary), Chief, 
Mental Health Section; Dr. Maria Pfister, Medical 
Officer, Mental Health Section. 

2 Reprints may be obtained from Nathan S. Kline, 
M.D., Rockland State Hospital, Orangeburg, N. Y., 
who submitted this report to the Journal. 
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with a minimum period of hospital care. 
Such early treatment requires early re- 
cognition of the disease, and thus more 
education of medical students and other 
medical practitioners is needed, as well as 
education of the public. 

There are somatic and psychological 
methods available as well as the manipula- 
tion of environment for therapeutic pur- 
poses. These three types of therapy are 
complementary. Because of the great dis- 
parity in the cultures and economic and 
social conditions of various countries, any 
treatment programme must take full ac- 
count of local conditions. 

Despite the accumulation of valuable 
knowledge, our ignorance is still vast in 
respect of many aspects of the disease. No 
treatment works regularly; there is an 
urgent need for evaluation and development 
of new therapies which must be based on 
greater knowledge than we now possess. 
It will therefore be a humanitarian act as 
well as a sound economic investment to 
provide substantial support for research 
into the nature, causes, treatment and pre- 
vention of schizophrenia. 


DIAGNOSIS 


Though it is scarcely possible to define 
schizophrenia in strict terms, the Group 
agreed upon the clinical picture which 
characterizes the condition. This clinical 
picture, described by Kraepelin and am- 
plified and given a broader psychological 
significance by Bleuler, remains the most 
informative frame of reference whenever 
the criteria of the illness are in question— 
even though Bleuler used the language and 
theoretical conception of an association-psy- 
chology no longer accepted as valid. 

The single term schizophrenia is con- 
venient and appropriate to designate the 
condition, though there is good reason to 
believe that it comprehends heterogeneous 
syndromes with a common psychological 
structure. Until further knowledge of causes 
and pathology is at our disposal, this re- 
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mains however a matter of conjecture and plications that methods of examining the 
probability. mental state of patients are crucial (since 


The diagnosis of schizophrenia has to be 
made on clinical evidence. This evidence 
must be available at the time the patient is 
seen ; it cannot therefore depend on the 
course of the illness. A stronger reason for 
not taking course into account when stating 
the diagnostic criteria is that schizophrenia 
does not follow a characteristic course— 
still less an invariably unfavorable course 
as was at one time believed. We are aware 
that some psychiatrists of experience be- 
lieve that there is a nuclear schizophrenic 
condition (corresponding to dementia prae- 
cox) which pursues an inevitably progres- 
sive course, and which can be recognized 
by clinical examination at the outset, but 
we do not subscribe to this view, as our 
subsequent statements about the benefits 
of treatment indicate. 

The clinical evidence on which schizo- 
phrenia is diagnosed consists mainly of 
psychological abnormalities recognizable 
from examination of the patient’s condition 
at a given moment—the cross-section of his 
mental state—and on examination of his 
previous life and personality. Physical find- 
ings enter into the diagnosis only by way of 
exclusion. The presence of continuing physi- 
cal disease such as tumor of the brain, or 
a transient affection such as intoxication 
with a drug or a harmful product of metab- 
olism, would either invalidate the diag- 
nosis or compel it to be qualified by the 
statement that a recognizable physical con- 
dition was also present and in some cases 
probably responsible for the manifestation 
at that time of the schizophrenic picture 
presented by the patient. There is one 
variety of schizophrenia now known to be 
intimately associated with anomalies of pro- 
tein metabolism occurring periodically ; it 
may be that other varieties with distinct 
somatic pathology will be differentiated, 
but for the present the positive diagnosis 
of schizophrenia must depend on a par- 
ticular association of psychological ab- 
normalities. Similar considerations at pres- 
ent preclude diagnosis on the basis of dis- 
tinct causes, whether in the heredity or the 
environment of the individual. 

The dependence of diagnosis on psy- 
chological features carries with it the im- 


incompetent efforts to elicit relevant psy- 
chological facts of observation will vitiate 
the diagnosis ), and that the patient’s verbal 
expression of his inner experience is of 
cardinal value. These self-evident proposi- 
tions deserve to be stated because differ- 
ences of opinion about the diagnosis of in- 
dividual patients turn more often on neg- 
lect of careful skilled examination, sum- 
mary influences from meagre findings, and 
misunderstanding of the value and the limi- 
tations of verbal expression, than upon 
differences of opinion about what schizo- 
phrenia is or how it should be diagnosed. 

Certain features are the prominent cri- 
teria of the illness. There is no single psy- 
chological abnormality which is indispen- 
sable for the diagnosis, in the way that an 
abnormality of carbohydrate metabolism 
is indispensable for the diagnosis of dia- 
betes mellitus ; but since Bleuler drew his 
distinction between primary and secondary 
features, it has been recognized that certain 
anomalies are frequent, prominent and, 
from the psychopathological standpoint, 
central. These are (in the presence of clear 
consciousness ) : 

1. An unmistakable change of personal- 
ity, or an accentuation of those traits of 
personality commonly called schizoid, 
which lessens contact with other people, 
and disturbs healthy understanding of what 
it really occurring in the patient’s world. 

2. Autism: This is a condition of social 
withdrawal which occurs along with a per- 
manently or sporadically manifest prefer- 
ence for private modes of thought and 
behaviour referred to in the foregoing para- 
graphs. It is perhaps the most striking 
characteristic of the schizophrenic—this 
rupture of the links which ordinarily bind 
us into human society and make our human 
relations a course of happiness and security. 

3. A disturbance of thinking which may 
lead to bizarre statements, abnormal syn- 
tactical, grammatical and other linguistic 
usages, incapacity to pursue a sustained 
train of thought (which may be experienced 
by the patient as “blocking” or withdrawal 
of the elements of his thought, or substitu- 
tion of irrelevant words or thoughts) and 
to a use of private symbols or illogical 
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ideas understandable only by those who 
have full access to the psychopathology of 
the individual patient's state. 

4. Emotional disturbances of a profound 
kind affecting his relationships with other 
people and recognizable for diagnostic pur- 
poses in the apparent shallowness of af- 
fect, incongruity between the expression of 
affect and the situation or theme which 
occasions it, or strong expression of affect 
out of keeping with the restraints and modes 
of response in healthy persons living in the 
given society. 

5. Disturbances of perception : auditory 
hallucinations are among the commonest 
symptoms of schizophrenia ; hallucinations 
of other modalities, as well as illusory dis- 
tortions and pseudo-hallucinations affecting 
perception of the outside world or of the 
patient’s own body, are also present. Spe- 
cial features of these hallucinations (e.g., 
that hallucinated voices are not talking to 
the patient but about him ) can be specified, 
but it is not appropriate to enter upon such 
details in this report. The same may be 
said of characteristic features of schizo- 
phrenic delusions, such as feelings of pas- 
sivity and of influence by outside agencies 
or “a delusional perception,” i.e. misinter- 
preting a neutral occurrence as having a 
direct bearing upon oneself. 

6. Anomalies of behaviour: certain pe- 
culiarities of posture, gesture and move- 
ment are frequently found, and may be 
important in classifying subdivisions of 
schizophrenia (especially the catatonic). 
They may also be useful in drawing atten- 
tion to the presence of probable mental 
disturbance (e.g. when the patient laughs 
to himself or grimaces in front of a mirror), 
but these belong to the less significant 
features of the illness and dependence on 
them for diagnosis without careful examina- 
tion and the eliciting pf more central fea- 
tures leads to error. 

It will be seen that in the foregoing para- 
graphs the mode of development of the 
illness has not been stressed, nor the ca- 
pacity of the psychiatrist to enter into 
“empathic” understanding of the patient’s 
state. Both these matters have undoubted 
value in the diagnosis of schizophrenia : 
but they both depend on the psychiatrist’s 
theoretical standpoint, personality and 


training to an extent that makes them open 
to unduly wide differences of application. 
By the same token it is profitless to stress 
the debatable view that a cardinal feature 
of schizophrenia is its qualitative rather 
quantitative departure from normal psy- 
chological functioning. 

It is not our view that schizophrenia, be- 
cause its diagnosis must depend on psycho- 
logical characteristics, is a wholly or mainly 
psychogenic disorder. As our remarks on 
etiology will show, we are aware of the 
importance of genetic, social and psycho- 
logical causes operating, as they must, in 
conjunction. It may be that diagnosis of 
the biological disturbance which we call 
schizophrenia may in time depend on the 
detection of specific causes or specific so- 
matic pathology, but that time has not 
come. 

Some psychiatrists, preoccupied for clini- 
cal reasons with the dynamic interpretation 
of the schizophrenic illness, consider diag- 
nosis of little consequence. We do not share 
this view, holding that for clinical and 
especially therapeutic purposes, and still 
more for the purposes of further study and 
fuller knowledge, sound classification is as 
essential as in other medical and scientific 
fields. We would not however stress the 
importance of subdivisions of schizophrenia 
at this stage of knowledge. It is useful to 
describe the catatonic, hebephrenic, simple 
and paranoid forms (as well as the periodic 
catatonic form), but the same patient may 
exhibit features of all or two of these sub- 
classes, and the distinction is too often an 
arbitrary one. The recognition of different 
varieties of outcome can be of much heuris- 
tic value, but need not be considered as a 
necessary diagnostic exercise for other pur- 
poses than research. 

Bleuler held the view that diagnosis of 
the non-organic psychoses should not be a 
straight choice between schizophrenia and 
affective psychosis ; they are so often in- 
termingled, he believed, that it is commonly 
a question of weighing up how much of 
each is present. There are undoubtedly 
many patients to whom this applies. It 
underlines the need for close and exhaustive 
examination, cautious appraisal, and full 
knowledge of the diagnostic features of 
other psychiatric syndromes before a diag- 
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nosis of “schizophrenia” is safely made. 

There are a number of conditions whose 
inclusion under the rubric “schizophrenia” 
has been much debated. We do not pro- 
pose to enter into these questions, which are 
of a technical nature. The paranoid states, 
however, which come in later life, are (like 
the “Spiitkatatonie” of later life) a source 
of misunderstanding when they are listed 
as schizophrenic without an explanatory 
phrase or qualifying adjective. They indi- 
cate, in our view, the importance of con- 
sidering the effect of age and certain other 
factors upon the occurrence and more es- 
pecially the form of schizophrenia. When 
cultural factors are reviewed in this light 
(as we point out in the ensuing section) di- 
agnosis is seen to require the closest 
scrutiny of the cultural background. What 
in one society would be a typical schizo- 
phrenic delusion might be recognized, once 
the cultural setting was considered by a 
psychiatrist or anthropologist who knew the 
society well, as a normal healthy response 
to a given situation. The essential structure 
and clinical pattern of schizophrenia shows 
remarkable similarity, it is true, in widely 
disparate societies all over the world ; but 
the themes, the ways of behaving and ex- 
pressing oneself, the use of language, the 
accepted modes of thought, and the sym- 
bolic interpretation of the world and of our 
personal existence, differ greatly ; and they 
infallibly colour those psychological phe- 
nomena upon which the diagnosis of 
schizophrenia turns. 


ETIOLOGY 


If at any time it was hoped to find one 
single cause for the maniiestation of the 
schizophrenic syndrome, the accumulated 
experience of the last decades has made it 
appear very unlikely that such hopes could 
ever be fulfilled. The opinion which at 
present prevails in respect of the etiology 
of schizophrenia, and which is shared by 
this Group, is that this disorder is, in all 
cases, of multi-factoral origin, although the 
relative importance of different factors may 
vary from patient to patient. 

There is good evidence to show that spe- 
cific genetic factors are operative in the 
majority of cases. However, there is a great 
deal of variation in respect of the pene- 


trance and expressivity of these factors, and 
non-genetic causes of different nature are 
certainly able to increase or reduce the 
risk of the genetically predisposed person 
becoming manifestly ill. 

Amongst these non-genetic causes, there 
are those which act directly on the func- 
tioning of the organism and particularly of 
the brain. Toxic factors may play an im- 
portant role in this respect, but there are 
also others which upset the balanced 
economy of the body more indirectly, and 
these create favourable conditions for an 
activation of the genetic factor. 

Another group of non-genetic factors is 
of a psychological nature. Psychological 
injury, particularly when it is inflicted from 
an early age onwards, and when it con- 
tinues to operate through long periods of 
time, may have etiological importance. 

It is one of the tasks of future research 
to obtain more precise knowledge of the 
mechanisms of cooperation of this different 
series of factors, both in general and in 
individual cases. Epidemiological research 
is urgently indicated. It should be carried 
out with due consideration for its meth- 
odological pitfalls, and with an aware- 
ness of the great difficulty of obtaining 
comparable data in different parts of the 
world. It is also to be desired that deep- 
going studies in the field of dynamic psy- 
chopathology be continued. Such studies 
should be accompanied by the parallel ex- 
amination of control cases. The examination 
of twins which might be undertaken in dif- 
ferent countries recommends itself specially 
for this purpose. 

Clearly, such etiological research is far 
from being of purely theoretical interest. 
On the contrary, it is the necessary condi- 
tion for a more rational approach to the 
therapy and prevention of schizophrenia. 
In this sense, it is valuable not only for 
areas where facilities are already reasonably 
good, but particularly also for those others 
where so far conditions do not allow of the 
taking of action as effective as could be 
desired. If it were possible to obtain reliable 
information about the mechanism and the 
pathophysiological structure of different 
forms of schizophrenia, this might help in 
setting up treatment and prevention pro- 
grammes. 
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TREATMENT 


Who should be treated? Since nearly 
every schizophrenic will respond favour- 
ably to at least some degree there is a 
problem of selection unless treatment fa- 
cilities are complete, which is not true any- 
where in the world. First preference in 
regard to admission to hospital should un- 
doubtedly be given to those schizophrenics 
who constitute a danger to themselves and 
their community. A clear distinction should 
be made between patients who are treated 
to prevent an antisocial act and those who 
have already done so (the same distinction 
as exists elsewhere in society ). Mentally ill 
criminals should be neither in the prisons 
nor in the hospitals but in a separate institu- 
tion under the jurisdiction of the mental 
hygiene department. 

Beyond this it is reasonable to say that 
as a rule those patients with the best 
chance of responding favourably should 
be given the preference. Certain exceptions 
must be made to this in the case of treat- 
ment of disturbed patients whose behaviour 
may occupy a disproportionate amount of 
time and attention unless they are given 
prompt attention. Moreover, many patients 
previously regarded to be inaccessible to 
treatment now respond favourably to newly 
introduced methods of treatment such as 
drugs, occupational and social methods. 

Where should treatment be given? It is 
agreed that a certain necessary minimum of 
hospital beds for psychiatric patients should 
be available. In this respect we would en- 
dorse the following paragraph from the 
Third Report of the Expert Committee on 
Mental Health :* 


. . . while it is impossible to lay down hard 
and fast rules about the number of beds that 
should be provided for the type of psychiatric 
patient who must, by virtue of his behaviour 
and his illness, be segregated from society for 
his own sake and for the sake of the com- 
munity, it can be said that any community— 
however economically undeveloped—which has 
less than one psychiatric bed per 10,000 of the 
population will be unable to provide even this 
crudest level of what might be described as 
“emergency psychiatric in-patient care,” and 
that, depending on the rising level of economic 
development and increasing urbanization, prob- 


8 Wid. Hitn. Org. Techn. Rep. Ser., 73, 5. 


ably any community will ultimately find it 
necessary to provide at least one psychiatric 
bed per 1,000 of the population for the cus- 
todial treatment and care of these most flagrant 
cases of psychiatric disorder. 


Hospitals should be constructed as near 
as possible to the source of population from 
which they draw. This allows the patient 
to maintain a more continuing contact with 
his family and community and usually fa- 
cilitates an early discharge. Hospitals 
placed in remote areas tend to isolate not 
only the patient but also consideration of 
the problem by the community and in ad- 
dition frequently have problems of obtain- 
ing suitable personnel. The simplifying of 
legal formalities facilitates the prompt ad- 
mission and rehabilitation of patients. 

When local conditions permit, patients 
at an early stage of the attack could be 
treated in the psychiatric wing of a general 
hospital. Frequently a few weeks only of 
treatment are sufficient to allow the patient 
to return to his home. Admission to a 
mental hospital often entails several months 
of residence which may in itself be detri- 
mental. In addition, treatment in a general 
hospital usually encourages the attitude 
that mental disease is of the same quality as 
other diseases. 

The use of “day hospitals” and extra- 
mural services helps to maintain the pa- 
tient’s place in society. Alternately, the 
patient may improve to the extent that he 
can be out of the hospital during the day 
and there may then be a period when a 
“night hospital” would be useful in order 
to carry out the necessary treatment. This 
combination may make it possible to in- 
crease the load of patients being carried 
(see report of the Fifth Expert Committee 
on Mental Health). 

Who should give the treatment ? Under 
satisfactory circumstances treatment should 
be given only by highly skilled and ex- 
perienced personnel, whether this be in a 
general hospital or in a psychiatric hos- 
pital. The best that can be done in less 
well developed societies is to utilize the 
best available personnel, with strictest in- 
sistence that under all circumstances treat- 
ment is to be genuinely and not only 
formally under the direction of a psychi- 
atrist. Those countries with smaller re- 
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sources should not be mechanically tied 
down to the standards of some other coun- 
tries with which they have political or 
economic relationships. In such areas it is 
strongly recommended that facilities be 
provided (through WHO or other agen- 
cies) for the training of nursing, medical, 
social work, and other necessary personnel, 
to raise the standard of performance. If 
medical schools, nursing schools and train- 
ing facilities for social workers exist em- 
phasis should be placed on _ psychiatric 
training to the same extent as education in 
other medical fields. Social workers can 
play a useful role in maintaining the pa- 
tient’s integration with the community after 
discharge from hospital. 

The psychiatric services of a country have 
been found to develop most satisfactorily 
when they have a fair measure of adminis- 
trative autonomy. The uniqueness of their 
needs makes it unsuitable for them to be 
lumped in with the general medical pro- 
gramme nor do they belong under a “de- 
partment of institutions and agencies.” 

What will facilitate treatment? It has 
been found necessary in most countries to 
offer inducements above and beyond those 
provided for other medical personnel in 
order to fulfil their mental health pro- 
grammes. In addition to adequate com- 
pensation to medical, nursing and other 
employees dealing directly with the patient 
it is essential that ancillary facilities such 
as secretaries, libraries, and necessary sup- 
plies and equipment be provided. 

The education of the public to the re- 
cognition that mental disturbances are a 
form of disease and that they can be treated 
creates a salutary atmosphere, provided al- 
ways that it is carried out with due regard 
to local circumstances and under the guid- 
ance of the psychiatrist of the area. It also 
encourages the acceptance of such indi- 
viduals back into the community. Recogni- 
tion that such individuals at times have 
limited but permanent disabilities (as in 
the case of patients with cardiac disease, 
diabetes, epilepsy, arthritis, etc.) will help 
prevent the permanent isolation and 
abandonment of individuals who could 
carry out certain useful social functions. 
The formation of mental health societies 
can be extremely useful in the propagation 


of such ideas and in the stimulation of 
effective action to improve conditions. At 
the same time caution must be exercised 
so that such groups do not uncritically ac- 
cept the enthusiasms of those who have a 
special plea to make and which would not 
be useful or applicable under local condi- 
tions. An example of this is the advocacy of 
child guidance centres to prevent the de- 
velopment of schizophrenia. Although such 
facilities are useful for other purposes there 
is no substantial evidence that they can 
prevent the development of schizophrenia 
and even in a general mental health pro- 
gramme there are often other priorities of 
greater importance. 

It is further specifically recommended 
that training and treatment programmes 
be provided for those countries where 
facilities and personnel are less advanced 
than in certain other places. Obviously this 
should only be done at the request of the 
country involved. In addition opportunities 
should be provided for key personnel in 
such countries to visit and exchange ex- 
periences with comparable people in coun- 
tries with better developed programmes. 

What types of treatment are available ? 
The three types of treatment, somatic, 
psychological and environmental, are com- 
plementary and decisions as to which 
should be used are highly dependent on the 
condition of the patient as well as available 
resources. Final judgment must always rest 
with the responsible psychiatrist. 

It should be stressed that each of these 
therapies (including the psychological) is 
potentially dangerous if not properly ad- 
ministered. They certainly should not be 
undertaken by unskilled persons, regardless 
of the goodness of their intent. 


PREVENTION 


While genetic factors underlie schizo- 
phrenia in at least a very large proportion 
of serious cases, they do not invariably lead 
to clinically manifest schizophrenia. The 
proportion of persons who are genetically 
capable of schizophrenic responses is esti- 
mated to lie betwen 1.2% and 5%. Every 
child born, in the European and American 
societies so far studied, stands a 1% risk of 
developing schizophrenia in his lifetime, 
should he survive to 55 years of age. Efforts 
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to reduce the frequency of schizophrenia 
can theoretically be directed as attempting 
to reduce the gene frequency in the popula- 
tion or at efforts to reduce the frequency 
of schizophrenic disorder among those who 
are genetically predisposed. In practice, 
however, there is no feasible way of reduc- 
ing the gene frequency. Sterilization, abor- 
tions, denials of marriage certificates, etc., 
have been suggested ; but these methods of 
limiting the fertility of manifest schizo- 
phrenic individuals cannot be expected to 
have a material influence on the frequency 
of the genetic defect in the subsequent 
generation and are not recommended. Gen- 
etic counselling, however, can be of value in 
individual cases provided it is given by 
physicians, preferably psychiatrists, who 
are experienced in this field. 

There is evidence which suggests that 
there is a statistical association between the 
amount of manifest schizophrenia and the 
social disorganization of a community as 
indicated by greater amounts of social isola- 
tion, high frequency of unmarried persons 
and poverty. The precise significance of this 
association has not been worked out. A 
fourth group of data suggests that some 
populations undergoing rapid cultural 
change with dissolution of established social 
and cultural patterns experience a higher 
incidence of manifest schizophrenia ; this 
evidence is less dubious with respect to 
certain paranoidal states akin to schizo- 
phrenia than with respect to schizophrenia. 

This evidence deserves the close atten- 
tion of health and other officials who have 
to make decisions on social and economic 
policy and on city planning. It may also 
affect social policy in matters which influ- 
ence the frequency with which families are 
disunited or cultural ties ruptured. Child 
guidance clinics have not been shown to 
prevent adult schizophrenia although they 
undoubtedly have other advantages. 

Besides preventing the occurrence of ill- 
ness, much good may be done when re- 
lapse is prevented, once the patient has 
improved or recovered and when the symp- 
toms of the illness are mitigated. In this 
connexion, the advantages and disadvan- 
tages of admission to hospital need to be 
considered. There are many patients for 
whom admisSion to hospital is desirable. 


There are others who are now commonly 
admitted to hospital who would probably 
be better if they remained in the community 
and received their treatment as outpatients. 
Furthermore, some patients who in the first 
instance have to be admitted to hospital 
remain there when their illness has reached 
a stage at which continuance within the 
environment of the mental hospital has an 
adverse effect upon the illness. If at the 
proper time the discharge of these patients 
were to be effected with due regard to the 
considerations dealt with in the section un- 
der the heading, “Treatment,” much misery 
and continued illness would be prevented. 

Disability can be reduced by various 
techniques of modifying the social environ- 
ment. Preventing disruptions in the con- 
tinuity of personal relationships, maintain- 
ing readiness in the community for resump- 
tion of old or transfer to new personal and 
work roles, the formation of patient clubs, 
are examples of such methods. 

Early treatment can be approached by 
attempting to identify persons likely to 
become ill or already manifesting early 
signs of the disorder. This approach en- 
counters social difficulties in interfering 
with family life. On the other hand, persons 
who have recovered from a first attack are 
known to relapse frequently so that pro- 
grammes to prevent psychotic episodes 
might well be directed at recovered pa- 
tients. 


GENERAL ASPECTS OF THE PROBLEM 


Although schizophrenia is a core problem 
in the field of mental disease, it cannot be 
viewed in isolation. Training, research and 
education in the entire field of mental 
health are necessarily involved. 

Many physicians are now aware of the 
potentially useful treatment techniques but 
feel a lack of the necessary skill in recog- 
nizing the conditions in which these tech- 
niques would be useful and have not the 
training in using such therapies. More sys- 
tematic and extensive psychiatric education 
must be provided to medical students, 
nurses, social workers and others concerned 
in the care of the mentally ill. Further in- 
formation and refresher courses should be 
available to doctors already in practice. 

Research : A considerable increase in the 
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facilities for conducting research is essen- 
tial. Advances in treatment are impossible 
unless there is research leading to the de- 
velopment of new techniques and the 
evaluation of existing as well as new ones. 
This is equally true of prevention. Even 
when funds have been available for such 
investigation there have not always been 
adequate personnel. It is therefore strongly 
urged that psychiatrists in their training 
should be given an understanding of the 
value of research and should be fitted to 
co-operate in research projects. Research 
careers must be made attractive financially 
and carry a guarantee of continuity. 

The type of research varies with local 
needs and capabilities, for instance in cer- 
tain countries priority of the need for an 
anthropologist is greater than for the need 
for an investigator of brain enzymes. 

Public Education : The climate of public 
understanding regarding the prevention and 
treatment of mental disease oscillates be- 


tween rejection and uncritical enthusiasm. 
Thus each new psychodynamic theory and 
each new drug is hailed by some as though 
it were the answer to all our mental prob- 
lems. Similarly the failure of a therapy or 
the “dangers” of side effects are sometimes 
exaggerated, so that at times patients are 
unwilling to accept necessary treatment. A 
greater public understanding that the prob- 
lem is a complex one not to be solved by 
slogans or summary assurances would be 
salutary. Judicious diffusion of knowledge 
under psychiatric guidance by the use of 
broadcasting, magazines, television and 
other media of communication would be of 
inestimable value. Mental hygiene societies, 
religious groups, parent-teacher associa- 
tions and similar organizations can also 
contribute to this important end. Members 
of the community who have opportunities 
of becoming directly acquainted with men- 
tal health work and mental health workers 
thereby obtain a proper understanding of 
the whole problem. 
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THE AMERICAN MELTING POT : ITS MEANING TO US 


J. M. RADZINSKI, M. D.! 


Give me your tired your poor 

Your huddled masses yearning to 
breathe free, 

The wretched refuse of your teeming 
shore. 

Send these, the homeless, tempest- 
tost to me. 

I lift the lamp beside the golden door. 

—Emma Lazarus 


On Oct. 28, 1886, the Statue of Liberty 
was unveiled to stand guard over New 
York harbor—“the golden door” to Ameri- 
ca. It was in the period when the words 
inscribed on its pedestal were accepted 
uncritically by most Americans. Year after 
year, there flowed across the Atlantic an 
endless stream of immigrants mostly from 
the lowest social strata of Europe seeking 
a better life in the new world and furnish- 
ing a source of cheap labor for the growing 
American industries. In the years 1881- 
1927, a period of less than two generations, 
the number of these newcomers had 
reached 27 million.? One in ten of them 
came from the British Isles, 2 out of 3 
came from Austria-Hungary, Italy and 
Russia. These new-comers mingled with 
the already extremely heterogeneous pop- 
ulation of whites, Negroes, Mexicans, 
Indians and Asians. Today, the U. S. A. has 
the greatest diversity of racial and ethnic 
stocks in the world—greater even than the 
Soviet Union. While in the latter there exist 
but two racial stocks (White and Mon- 
goloid), here all known human races are 
represented. Moreover, in the U. S. S. R. 
the various ethnic groups are segregated 
in separate cultural compartments called 
Soviet Republics while in our country the 
races are mingled more or less intimately 
in every state of the Union. Thus Moscow, 
Leningrad and Kiev are peopled exclusive- 
ly by Whites—there is no city in U. S. A. 
of comparable size that is not a mixture of 
two or more racial stocks and many ethnic 


groups. 


1 Address : 25 East Washington St., Chicago 2, IIl. 
2 Encyclopedia Britannica, 1944. Article on Migra- 
tion. 


In 1924, Congress, alarmed by the rapid 
transformation of the American ethnic and 
cultural patterns as a result of the un- 
limited influx of other nationals, passed 
the Immigration Act designed to control 
immigration according to the ratios of 
foreign born in 1890, before the great in- 
flux of east and south Europeans. It was 
sought thereby to encourage immigration 
from western Europe. A ceiling of 150,000 
was set upon all admissions in any one 
year. The liberal quotas for west Eu- 
ropeans remained largely unfilled with 
the result that the admission rate in the 
years 1931-40 seldom exceeded 100,000 and 
the total for the decade was only 528,431.8 
In the post-war years, however, because of 
the political and economic upheavals 
abroad and pressure of national blocks in 
this country, the law has been regularly 
circumvented with the result that in the 
period 1951-56 there arrived in this country 
a total of 1,409,263 persons, of whom 785,- 
101 were Europeans, 59,712 Asians, 537,066 
from various American republics.* 

Of all social problems facing America, 
the problem of ethnic mingling and integra- 
tion is the most fundamental and the most 
pressing. Any light that can be cast upon 
it is, therefore, timely and needful, par- 
ticularly since our legislators are being 
harassed from all directions to loosen the 
legal restrictions upon immigration. World 
history and more particularly the history 
of Europe have given us many examples 
of movements of populations either by 
conquest or infiltration. Their social con- 
sequences are well known to historians but 
less so to sociologists and politicians : the 
last three presidents of the U. S., for ex- 
ample, have urged repeatedly the admis- 
sion of refugees above and beyond the 
quotas specified by law. It is the purpose 
of this study to direct attention to some 
of the consequences of population changes 
as they occurred in history and to evaluate 
in their light as well as from the current 


3U. S. Bureau of the Census. 
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American record their prospects for our 
people. 

The phenomena of cultural changes, the 
rise and fall of states, empires and civiliza- 
tions, the sprouting of genius in certain 
areas and epochs have been attributed to 
racial and environmental factors with a 
varying emphasis on each. The 19th cen- 
tury witnessed the preponderance of racial, 
the 20th of environmental theories. The 
racial hypothesis found a strong confirma- 
tion in the Darwinian concepts of biologic 
evolution, struggle for existence and sur- 
vival of the fittest. Darwinism furnished, as 
it were, the moral basis for the imperialism 
of the 19th century. The fittest among the 
humans appeared to be certain nations of 
Europe which, though relatively limited in 
population and living space, were able to 
control and exploit vast colonial empires in- 
habited by racially diverse peoples. Among 
them, Great Britain as the mistress of the 
seas and Germany as the most formidable 
land power, held the first rank. Since both 
were peopled largely by the blue eyed 
fair type, it was not difficult to conclude 
that their racial stocks were superior to 
all others. This thesis was propounded in 
the writings of Gobineau(8), Hegel(9), 
Chamberlain(3), Treitschke(20), Bern- 
hardi(1) and others. Herbert Spencer 
wrote of superior and inferior races with 
the certainty of a mathematical axiom(17). 

World War I staggered the concept of 
Germanic superiority; World War II 
ground it in the dust. The white man’s 
notions were further undermined by the 
lusty clamor for freedom and its realiza- 
tion among the dark skinned colonials. Thus 
the 20th century witnessed the dethrone- 
ment of the white European from his 
privileged perch and the emergence of the 
theory of basic equality and practical uni- 
formity of racial and ethnic groups. This 
view found its most authoritative propon- 
ents, for different reasons, in the last two 
remaining great powers, the Soviet Union 
and our own country. In the former, the 
theory was an essential prelude to the 
forced equalization of all humanity to fit 
the preconceived proletarian mold(13), in 
the latter, the multiplex racial and ethnic 
origins of the population rendered the 


espousal of any other view unpractical and 
unwise. 

Essentially, the current views of Ameri- 
can and Russian social scientists and his- 
torians is that, given a proper cultural, 
economic and social milieu, civilization will 
rise in any land and under any color. A 
logical consequence of this theory has 
been the depreciation of the great man 
from the creator to the creature of culture. 
Men of genius, say the anthropologists, 
arise from time to time among all peoples 
but while some cultures encourage them, 
others frustrate them as much as 100%. 
Kroeber, for example, explains scientific 
discoveries in this manner : 


Given the knowledge of electric current and 
electromagnetic induction and of sound vibra- 
tion especially with telegraphs operating for 
20 years and the idea of the telephone is bound 
to occur to a number of technicians(11). 


Following this line of reasoning, given 
the custom of tub bathing, the principle 
of Archimedes should have occurred to a 
number of bathers. If in this particular 
case, the royal crown served as the happy 
stimulus, then what impelled this same 
Archimedes to discover the formulae for 
volumes of cylinders, spheres, levers, gears 
and a number of other secrets previously 
unknown ? Culturists find it not easy to 
explain the phenomenon of Leonardo da 
Vinci, who in inventive thinking and plan- 
ning was many generations ahead of his 
time even in the midst of the Renaissance, 
or of Hippocrates whose writings, appear- 
ing in an age of demonocracy and witch- 
craft, had to wait 2,000 years for time to 
overtake them, or of Shakespeare whose 
insight into the mental recesses of man has 
been a wonder to the intellectual world to 
this day. More than 100 years before Kroe- 
ber, Thomas Carlyle wrote : 


Show our critics a great man . . . they begin 
to what they call “account” for him ; . . . and to 
bring him out to be a little kind of man. “He 
was the creature of the time” they say; the 
time called him forth, the time did everything, 
he nothing—but what we, the little critic, 
could have done too(2). 


Not all American anthropologists have 
regarded racial factors as inconsequential 
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in cultural development. R. B. Dixon(6) 
expressed this credo : 


I cannot but feel that, among the many potent 
factors which have determined or directed 
the rise of modern European civilization, this 
one of the fusion of Alpine and the Mediter- 
ranean-Caspian elements has an important 
place. .. . From the fusion between types less 
dowered have come the feebler cultures ; 
from those of types with larger, more richly 
endowed brains have come greater achieve- 
ments ; from those of the Alpine and Mediter- 
ranean types, whose brain in type surpass 
all the rest, have grown the greatest of them 
all. .. . That there is a difference between the 
fundamental human types in quality, in in- 
tellectual capacity, in moral fiber, in all that 
makes or has made any people great, I believe 
to be true, despite what the advocates of the 
uniformity of man may say. 


Among historians, A. J. Toynbee(19) dis- 
misses the race as a factor in transition 
from static to dynamic culture. “Neither 
race nor environment . . . has offered or 
apparently can offer any clue as to why 
this transition in human history occurred 
not only in particular places but at particu- 
lar dates.” He explains civilization as a 
response to the “challenge” of adversity. 
And so, dessication of the lower Nile region 
was the challenge that brought about the 
flowering of the ancient Egyptian civiliza- 
tion. The poor sandy soil of the Baltic 
provinces of Germany evoked the martial 
and the practical virtues of the modern 
Prussian. The historical fact that the 
modern Prussian is the product of the 
biologic fusion of such warlike elements 
as the Saxons, the Knights of the Cross, the 
fierce Slav and Balto-Prussian tribes ap- 
pears to be of little consequence to Mr. 
Toynbee. 

Toynbee concedes that progress is not an 
automatic process of the masses but is al- 
ways initiated by a creative minority. At 
the same time, he maintains that civiliza- 
tions are entities of a sort that are not 
subject to the laws of biology. His view 
on the effect of the Barbarian invasions 
upon the course of civilization is character- 
istic: “The barbarians were the vultures 
feeding on the carrion or the maggots 
crawling on the carcass of Hellenic society 
(19). 


This view is in marked contrast to that 
of Ernst Kretschmer, a biologically oriented 
worker, who collected a great deal of 
material in support of hereditary factors 
in genius and national achievement. 
Kretschmer stressed the apparent correla- 
tion between ethnic fusions of nearly equal- 
ly gifted peoples and the flowering of 
genius occurring sometimes after a latent 
period of several centuries(10). 

To recapitulate, we have represented in 
anthropologic, historical and biologic think- 
ing on the origins of civilization two views : 
one to the effect that race is the determin- 
ing factor, the other, that environmental 
forces determine man’s behavioral dif- 
ferences and that human nature “in the 
gross and in the mass” may be regarded as 
a constant(11). Each school ascribes a 
minor role to the contentions of the other. 
Systematic studies on the possible effects 
of ethnic mingling have been of little in- 
terest to the environmentalists (culturists ) 
while such mingling has been deplored by 
racial purists on grounds that hybridization 
leads to physical and intellectual degener- 
acy. 

If, as Toynbee believes, cultural achieve- 
ment is determined by creative minorities, 
cultural differences among ethnic and racial 
groups may be a consequence of psycho- 
logic differences among these minorities. To 
insure behavioral differences among peoples 
living in similar environments it would be 
necessary to assume that only a small 
minority—as little as 1%—of people A differ 
significantly from an equally small minority 
of people B. The rest of the populations 
may very well be a cancellable constant. 
The small difference wouid suffice to set 
each people on a divergent cultural course 
with respect to social, martial, artistic or 
scientific achievements. The credibility of 
this view is supported by the fact that the 
sum total of significant creativity and lead- 
ership for all mankind, at least in recorded 
times, has been the work of probably less 
than 100,000 persons among the many 
billions who have made their brief and 
undistinguished sojourn on this earth. The 
numerical insignificance of these catalysts 
of culture may explain the negative results 
encountered in attempts to detect them by 
the relatively crude psychological mass 
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testing. No psychological] test has yet been 
devised that could detect and measure 
accurately such slight though significant 
variables. 

If psychologic differences of creative 
minorities constitute the key to the solution 
of the infinite variability of human cultures, 
then psychologists and psychiatrists have 
a contribution to make towards a meaning- 
ful synthesis of the vast but still largely 
unorganized work of anthropologists, his- 
torians, sociologists and geneticists. 


II 


The history of Europe offers many in- 
structive examples of ethnic mingling with 
their cultural concomitants and sequences. 
It would be impossible to give a detailed 
account of such fusions for all areas of 
Europe without expanding an article into 
a book. One land, Italy, however, is ideally 
suited for a study of this nature and will 
suffice as a model. Italy has had a long 
history of several illustrious civilizations 
preserved by a wealth of historic material. 
As the head of the Roman Empire, she 
carried the torch of Greco-Roman civiliza- 
tion to every corner of the Mediterranean 
world until trampled under foot of alien 
and barbarous peoples. During the Renais- 
sance, she again raised the same torch and 
illumed the road out of the Dark Ages for 
the new nations of Europe and America. 

It is a matter of conjecture who was 
autochthonous in Italy and who first en- 
tered it and from which direction. At the 
dawn of Italian history (1000-800 B.C.), 
certain ethnic groups were already there. 
The Greeks were settling in parts 
of Sicily and southern Italy, the mysterious 
Etruscans were firmly planted in the west- 
ern half of central Italy between the Tiber 
and the Arno, while the Latins, the Sabines, 
the Umbrians and other tribes were in 
occupation of intermediate areas. The 
Ligurians probably infiltrated Italy from 
the northwest while the Illyrians settled 
on the northeastern fringes of the Adriatic 
where they were later known as the Veneti. 

The Etruscans, whose language is still 
largely a mystery, were probably not Indo- 
European and contrary to the opinion of 
ancient historians, may have preceded other 
ethnic groups in Italy(12). They had a high 


culture and were capable fighters both on 
land and sea. They conquered Corsica and 
Sardinia and for several generations were 
a scourge to the Greeks and the Cartha- 
ginians. Their supremacy came to the end 
in the defeat at Cumae (474 B.C.) and the 
abolition of the kings in Rome. 

Etruscan influence was very strong in 
early Rome. The Tarquin kings were prob- 
ably Etruscan. To them the Romans were 
indebted for certain religious forms, the 
insignia of state, the curule chair, the 
fasces, the purple toga, the processions and 
triumphs. Etruscans probably also taught 
the Romans the arts of irrigation, drainage, 
mining and the building of temples, tombs 
and fortifications. 

The last of the ancient peoples to in- 
vade Italy were the Celts who sacked 
Rome in 390 B.C. Although most of them 
soon retired to the north and settled in the 
Po valley, bands of Celtic marauders con- 
tinued to harass the environs of Rome for 
50 years. 

Romanization of Italy was fairly ad- 
vanced by 200 B:C. By the end of the Third 
Punic War (146 B.C.), Rome was the mis- 
tress of the Mediterranean. In the reign of 
Augustus (31 B.C.-14 A.D.), she reached 
the peak of her grandeur in cultural 
achievement and in the firmness of political 
control of the Mediterranean world. 

According to Roman remains and the 
countless marble busts, Romans of the 
classical period were mesocephalic to bra- 
chycephalic, of short to medium stature 
with blondism in the minority and the fea- 
tures well amalgamated into the recogniz- 
able Roman type. 

Many factors contributed to the decline 
and fall of Rome as the mistress of the 
ancient world. Incessant bloody wars both 
foreign and domestic killed off a good por- 
tion of the citizenry. After the establish- 
ment of the Empire, the patrician class 
was progressively liquidated by emperors 
seeking to secure their own position. Ro- 
man colonization of the provinces on the 
one hand and continuous influx of slaves, 
artisans, merchants and adventurers on the 
other served to dilute the Roman and Italic 
stock with new types from Greece, Syria, 
Egypt and Libya. Also, it became the cus- 
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tom to recruit the armies in Gaul, Spain, 
Illyria and from German volunteers. In the 
time of Caracalla (212 A.D.) Roman cit- 
izenship was extended to all free inhabi- 
tants of the Empire with the result that by 
the time of Constantine the Great, Italy 
was reduced to the status of an impover- 
ished and undistinguished province in a 
tottering empire. The Romans by that time 
were a cringing, cowardly lot, having little 
more than the name in common with the 
Romans of the Republican era. 

As the Empire was disintegrating from 
internal weaknesses and chaos, Italy was 
invaded by the Visigoths under Alaric 
who captured and plundered Rome (410 
A.D.). Two years later, the Visigoths with- 
drew from Italy and wandered on to Gaul 
and Spain. Two more invasions followed, 
one by the Huns (452 A.D.) and the other 
by the Vandals (455 A.D.) before the 
Roman Empire came to its historic end 
in the west. The coup de grace was ad- 
ministered by Odoacer, a barbarian officer 
in the imperial army, who deposed Romu- 
lus Augustulus and proclaimed himself 
king of Italy (476 A.D.). Odoacer in turn 
was deposed and slain by Theodoric, king 
of the Ostrogoths (489 A.D.), who within 
a few years conquered all Italy and Sicily. 
The Ostrogoths settled mainly in the north 
and east of Italy(15). In the 6th century, 
Italy was the scene of invasions by the 
Franks and the Alamanni fighting for the 
control of the peninsula against the Eastern 
imperial forces under Belisarius. The Lom- 
bards followed in 568 driven southward 
from the Danubian region by the Avars. 
The Lombards also settled mainly in the 
north, occupying Vicenza, Verona, Milan 
and Pavia. They confiscated the larger 
estates and reduced the native population 
to the status of a conquered people. 

Lombard attempt to take Rome led to 
Frankish intervention under Charlemagne 
(774) and Frankish control of the north- 
ern communities of the peninsula as the 
ruling class. German incursions into Italy 
continued for more than 4 centuries longer 
in quest of the imperial crown and the 
prestige of old Rome. Constant marauding 
of German soldiers over Italy, particularly 
in its northern half, served no doubt to 
infuse a good deal of Germanic stock into 


the native population. Rome with sur- 
rounding territory as the seat of the papacy 
was only occasionally violated by the 
invaders. 

Meanwhile, the largely Greek complexion 
of Sicily and southern Italy was changing 
as a result of Moslem invasion from north 
Africa (831) and more than 200 years of 
Arab domination. The people of this area 
remained in constant turmoil generated by 
local wars, wars with Byzantium, with the 
Saracens and finally the Normans who, 
after 30 years of conflict (1060-90), became 
masters of the island, and reopened Sicily 
to intercourse with peninsular Italy. 

In the north, the Lombard and Frankish 
lords for several generations retained their 
separatism from the “inferior” Italian pop- 
ulation. They were the governing aristo- 
cracy. The Frankish element predominated 
at the highest level, while the Lombards 
formed the middle and lesser nobility. 
Eventually both became completely dis- 
solved in the Italian national sea. 

A special place in the development of 
the Italian nation was held by Venice 
where foreign conquerors failed to gain a 
foothold. Prior to barbarian invasions, the 
little islands of the lagoon were inhabited 
by a poor but hardy fisherfolk living in 
relative isolation due to their inconspicuous 
position. When the Huns and later the 
Germans swept across Italy, families of 
Italian nobility sought refuge in these 
islands settling there permanently after 
the Lombard conquest. The original in- 
habitants favored democratic institutions, 
the newcomers were aristocrats leaning 
towards oligarchy. This political cleavage 
was in evidence throughout Venetian his- 
tory. Venice established her autonomy 
when she repelled a Frankish attack (810) 
and accepted the suzerainty of Byzantium. 
The city reached the height of her political 
power in the second half of the 14th 
century. She achieved prominence in the 
arts only in her declining years. 

The history of the Italian civilizations 
with the ethnic components entering into 
their formation is summarized graphically 
in charts I & II. Under the baseline of the 
graphs are the names of peoples entering 
into the formation of the national entities. 
Above the baseline is projected their 


# 
. 
; 
4 
‘ 


878 


THE AMERICAN MELTING POT 


[ April 


achievement curve. The curves consist of 
an ascending limb, zenith and decline. The 
two zeniths are the Augustan age and the 
Renaissance. The “Risorgimento” of the 
19th and 20th centuries cannot be compared 
with these two periods. In the latter, Italy 
was an undisputed leader among the na- 
tions of Europe, in the former, she is 
merely attempting to keep pace with them. 

The ethnically different invaders of 
northern and southern Italy contributed 
to differences in the physical characteristics 
of people in the two areas. Today, blondism 
constitutes a significant minority in the 
north. Also, the northern Italians are taller, 
have larger heads and are inclined to 
mesocephaly. The further south one goes, 
the more prevalent becomes the shorter, 
dark haired, dolichocephalic type character- 
istic of the Mediterranean stock. These 
differences are illustrated in maps 1, 2 and 
3. 
One of the striking features of the Italian 
Renaissance is the extraordinary abundance 
of men of exceptional ability and genius. 
To ascertain the geographic distribution of 
genius, 50 of the greatest Italians from 
the time of Dante to the present were 
selected. These individuals had attained 
world fame in literature, plastic arts, music, 
science, politics and religion. A map in- 
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dicating location or their origin (Map 4) 
reveals the heaviest concentration to be in 
a belt of territory bounded by Turin, 
Verona and Venice in the north to Perugia 
and Pescara in the south. The highest con- 
centration was clustered in and around 
Florence. Fifteen of the 50 were Floren- 
tines by birth and among them were the 
greatest Italians of all time. A few were 
in Naples and Sicily. It is noteworthy that 
none of the 50 had Rome for his birthplace 
though the popes were among the most 
generous patrons of the arts. 

The area of the greatest concentration 
of genius was where one would expect the 
most vigorous biologic interaction between 
the invading barbarians and the Italo- 
Roman population. The northernmost Al- 
pine regions were not representative of the 
Italo-Roman stock, areas around Rome, be- 
ing papal domains, were seldom violated 
by the barbarians, while the southern sec- 
tions of the peninsula were too remote for 
visitors from across the Alps to penetrate 
in appreciable numbers. Sicily and the 
foot of the peninsula with their basic Greek 
population received an influx of Moors 
from north Africa. The later Norman eth- 
nic element was probably minimal in 
effect as is evident from the dark pigmenta- 
tion of the present inhabitants there. 
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The record of Florence was matched 
only by that of ancient Athens. These two 
cities constitute a historic refutation of the 
theory that high cultural achievement is 
environmentally determined. 

The 50 “Greats” of Italy indicated by 
crosses on Map IV are as follows : 1. d’An- 
nunzio G.—Pescara ; 2. Ariosto—Reggio ; 3. 
Bartolommeo Fra—Florence ; 4. Bellini V. 
—Sicily ; 5. Bernini G. L.—Naples ; 6. Boc- 
caccio G.—father Florence, mother French ; 
7. Borrelli G. A.—Naples ; 8. Botticelli $.— 
Florence ; 9. Canova A.—Treviso ; 10. Ca- 
vour C, B.—Turin ; 11. Cellini B.—Florence ; 
12. Cherubini M.—Florence; 13. Colum- 
bus C.—Genoa ; 14, Correggio A.—Modena ; 
15. Groce B.—Aquila; 16. Dante A.—Flor- 
ence; 17. Donatello—Florence; 18. Fra 
Angelico—Fiesole ; 19. Galileo—Pisa, Flor- 
entine family; 20. Galvani L.—Bologna ; 
21. Garibaldi G.—Nice ; 22. Giotto—Flor- 
ence ; 23. Leopardi G.—Ancona ; 24. Lom- 
broso C.—Verona; 25. Machiavelli—Flor- 
ence ; 26. Malpighi—Bologna ; 27. Marconi 
—Bologna; 28. Masacchio T.—Florence ; 
29. Medici Lorenzo—Florence ; 30. Michel- 
angelo—Florence ; 31. Mussolini B.—Forli ; 
32. Paganini—Genoa ; 33. Palestrina G. P. 
—Perugia; 34. Perugino—Perugia; 35. 
Petrarch—Arezzo, father Florence; 36. 
Pisano—Pisa ; 37. Puccini—Lucca ; 38. Ra- 


CEPHALIC INDEX 
62 - 89 
78-79 


MAP 3 
(Arrer C.S8.Coon) 


phael—Urbino; 39. Rossini—Pesaro; 40. 
Savonarola—Ferrara; 41. del Sarto A.— 
Florence; 42. Stradella A.—Naples; 43. 
Stradivari—Cremona ; 44. Tasso—Venice ; 
45. Tintoretto—Venice ; 46. Titian—Venice ; 
47. Torricelli—Faenza ; 48. Verdi—Busseto, 
Parma ; 49. Verrocchio—Florence ; 50. da 
Vinci Leonardo—Florence. 

Dozens of cities of antiquity and the 
Renaissance could match these two in ad- 
vantages of location, natural resources and 
wealth. None has approached them in the 
vigor of creativity. In contemplating their 
phenomenal achievements, it should be re- 
membered that in population each was 
probably no larger than two Chicago wards. 

The theory that Italy as a whole was more 
favorably located for the diffusion of cul- 
ture stored in Byzantium is also unconvinc- 
ing. Byzantium was within the Balkan 
peninsula. And yet, the people of that 
peninsula have been culturally among the 
less productive in Europe. Across the nar- 
row Bosphorus from Constantinople, the 
inhabitants of Asia Minor were likewise 
creatively undistinguished. These facts 
support the opinion expressed by Dixon 
that not all ethnic mingling is equally 
happy in cultural consequences. 

Comparison of the behavior patterns of 
Roman Italy with Italy of the Renaissance 
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reveals some remarkable differences. The 
modern Italian excels in those abilities in 
which his Roman ancestor was deficient, 
namely, painting, sculpture, music, scientific 
curiosity, the culinary arts and business 
acumen. These are precisely the pursuits 
which the Roman had left to the Greeks 
and the slaves. On the other hand, the 
modern Italian has demonstrated only 
mediocre talents in the arts of government 
and war in which the ancient Roman had 
no equal. Stoicism was the basic philosophy 
of the Roman of the Republican era, Itali- 
ans of the Renaissance were inclined to- 
wards refinements of sensuous gratifica- 
tions. Among the Romans suicide was ap- 
parently common and socially acceptable 
as a form of self-execution. The modern 
Italian has one of the lowest suicide rates 
in Europe. In one respect at least both 
the ancient Roman and the Renaissance 
Italian were equally adept, ie., in the 
finely developed art of the dagger and the 
poison cup as instruments of power. 

Both Roman Italy and Renaissance Italy 
reached their peaks and then declined. The 
problem of exhaustion of genius and cultur- 
al decline has been as controversial as the 
question of their rise. Culturists explain 
the decline on the basis of “using up” of 
the cultural potentialities of a given period 
(11). It is more likely that the basic factor 
is a biologic dislocation of the delicately 
balanced genic constellations required for 
creative potentialities. We witness this 
biologic exhaustion in miniature in the 
quick return to mediocrity or worse in 
families in which genius has appeared. 
Among nations, cultural declines usually 
have been preceded by exhaustive wars, 
internecine civil strife, exodus of the more 
active elements of the community and in- 
filtration by culturally inferior ethnic 
elements. 

III 


The ethnic mingling and its cultural 
concomitants found in Italy were dupli- 
cated on the same general lines and with 
more or less comparable results in most 
of the countries of Europe. The process 
was less marked in the Scandinavian pen- 
insula which, in recorded times at least, 
served more as a source than a destination 
for ethnic migrations. Ethnic displacements 


usually followed the formula: ethnic 
mingling — cultural decline — ethnic 
fusion — cultural efflorescence. The dura- 
tion of the decline depended, among other 
things, upon the qualitative differences 
among the cultural groups involved and 
the degree of ethnic mingling. The Dark 
Ages of ancient Greece, for example, in- 
cident upon the Doric invasion, lasted 
about two centuries (1100-900 B.C.). The 
most profound decline in European history 
—the Middle Ages—endured for nearly 1000 
years. The time required for the fusion of 
various ethnic ingredients varied in dif- 
ferent parts of Europe from 400 to 900 
years depending on such factors as the 
size of the population and country, cultural 
discrepancies, etc. This time interval may 
be designated as the period of national in- 
cubation. Considering the length of one 
human generation, the duration of the 
incubation period is significant. It has been 
estimated that every human being accounts 
for one million ancestors in 600 years and 
10 million in 900 years( 18). In other words, 
within 20-40 generations the population of 
a country, in the absence of a marked in- 
flux from the outside, tends to evolve into 
a large, remotely related family. This was 
especially the case in the past when popu- 
lations of even the major European coun- 
tries averaged probably less than 10 million 
each. The fusions cut through the class 
barriers of European society. The genes 
have always found ways of eluding such 
encumbrances. As illustrious examples one 
may cite Charles Martel and William the 
Conqueror, both bastards; Frederick the 
Great, a grandson of a Guelph mésalliance 
with a French woman, Mlle. Eleonore 
D’Olbreuse ; Napoleon’s only direct sur- 
viving issue, a son by Marie Walewska of 
Poland. 

Applying the facts of European history 
to the American scene, we can discern two 
periods in the history of the U. S. popula- 
tion: 1. The period of conquest and ex- 
pansion, 2. The period of infiltration. The 
former was initiated at the beginning of 
the 17th century with the settlement of 
European adventurers on the Atlantic coast 
of the virgin continent and ended with the 
first half of the 19th century with the 
mastery of the entire breadth of the con- 
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tinent. The process involved not only the 
clearing away of forests, wild animals and 
Indians but the elimination of several Eu- 
ropean contenders before the dominance 
of the so-called Anglo-Saxon element was 
established. 

The period of infiltration began to gather 
momentum in the decades following the 
bloody and exhaustive Civil War and 
reached its peak at the turn of the 20th 
century. There followed a temporary lull 
during World War I and after the enact- 
ment of the Immigration Act. In the pres- 
ent decade, we are again witnessing an 
acceleration of immigration though not 
in the same tempo as existed before World 
War I. 

If the past trends of ethnic fusions in 
Europe apply on this continent, it is ap- 
parent that a great biologic and cultural 
transformation in U. S. A. is in the making. 
Biologically, we are less a nation today 
than we were on the eve of the Civil War. 
At that time, America was composed large- 
ly of Anglo-Saxon and related west Euro- 
pean stocks with more than 200 years of 
fusion behind them. After 1870, as the 
result of nearly 30 million newcomers, 
mostly from eastern and southern Europe, 
the ethnic complexion of our country has 
changed radically. How will this change 
affect the cultural and achievement pat- 
terns of our country ? One can state almost 
with axiomatic certainty that ethnic mingl- 
ing of such vast proportions must be fol- 
lowed by a cultural decline before a sec- 
ondary rise, and the rise will follow a 
pattern different from the Franklin-Wash- 
ington-Jefferson-Lincoln variety. 

There are indications that the decline 
has already set in. In the past 40 years, 
America has produced few political figures 
comparable in clarity of vision and purpose 
to some of the great names of the preceding 
century. At the same time, we have suf- 
fered an alarming epidemic of traitors in 
high places compared to whom Benedict 
Arnold was a rather sympathetic figure. 
Foreign governments and blocks of poorly 
assimilated Americans have been able to 
influence and sway the American ship of 
state causing it to flounder in the mire of 
conflicting interests and indecision. Ameri- 
can “masses” are clamoring for bonuses, 


pensions, subsidies and other sinecures— 
the modern gigantic version of the Roman 
panem et circenses. Today, no less than 
37.8 million Americans are receiving direct 
monthly checks from the federal govern- 
ment. The Revolutionary maxim that that 
government is best which governs least 
has fallen by the board. 

Comparison of U. S. A. of today with 
the nations of western Europe with which 
we share the same cultural heritage reveals 
some unhappy differences, pointing to a 
relative weakening of the American social 
structure. We boast of the number of 
schools, universities, churches and hospitals. 
But our leadership is mainly in the num- 
ber of physical plants rather than the 
spiritual, intellectual and creative values 
that should go with them. Considering our 
population—greater than the combined 
populations of England, France and Ger- 
many—we barely hold our own in the arts 
and the sciences. If we take as a criterion 
the distribution of Nobel prizes in the 
creative fields of physics, chemistry, medi- 
cine and literature, we find that in the 
years 1901-50, we were, in proportion to 
our population, behind every country of 
western Europe except Italy, Portugal and 
Spain. Germany, England and France to- 
gether received 90 prizes to 31 for us. 
The record of smaller European countries, 
notably Switzerland, Denmark, Holland, 
Sweden and Austria was even more im- 
pressive (Chart III). In the same period, 
the entire continent of Asia produced but 
3 winners in the creative fields, South 
America 2, Africa 0. Peace prizes have been 
excluded from this statistical survey be- 
cause they depend more upon world po- 
litical situation than individual creative 
effort. 

While the Nobel prize distribution gives 
us a rough indication of creativity in a 
given cultural group, the incidence of 
crime is a fair yardstick of the social health 
of such groups. The sad truth is that in 
crime the U. S. A. stands far ahead of the 
west European countries. According to the 
F. B. I. reports, major crimes in this country 
in 1957 totaled 2,756,000 or approximately 
one crime per 62 persons—the highest in 
our history. 

Of all crimes, the most difficult to conceal 
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and therefore the most reliable statistically 
is homicide. Homicide denotes a complete 
breakdown, in the offender, of social in- 
hibitions, emotional control and judgment 
of the grave consequences of the act. On 
the physiologic level, it is the suspension of 
the highest cerebral functions under the 
blinding impact of overwhelming affective 
stimuli. It is the ne plus ultra of aggression. 
This is no less true of premeditated murder 
than in “crimes of passion.” Table I pre- 
sents a list of 23 areas of the world with 
an annual homicide and suicide rate. It 
shows that the homicide rate in U. S. A. 
is higher than that of any of the countries 


listed except Mexico, Puerto Rico and the 
Union of South Africa. It is nearly 3 times 
that of Italy, the country with the highest 
homicide rate in western Europe. It is 
more than 6 times the rate of England, our 
closest European neighbor(5). 

Within the U. S. A. proper, there are 
enormous variations in different areas rang- 
ing from 1.4 per 100,000 in the New Eng- 
land states to 12.9, the average in Alabama, 
Kentucky, Mississippi and Tennessee(21). 
There is a rather striking direct relationship 
between homicide and the concentration 
of Negroes in the community. In 1950 
there were 9 states with the homicide rate 


TABLE 1 
INCIDENCE OF SUICIDE AND HomicwE in Vanious PARTS OF THE WorRLD 


Country 


Total 
Homicides 


Total 
Suicides 


Homicide Suicide 


Rate 


WESTERN HEMISPHERE 


Canada 


169 


1,106 


Chile 


186 


Dominican 
Republic 


109 


Mexico 


10,954 


Puerto Rico 


162 


U. S. A. 


7,761 


EUROPE 


Austria 


Belgium 


Denmark 


England-Wales 


France 


Germany 


Ireland 


Italy 


Norway 


Scotland 


Sweden 


Switzerland 


Paciric AREA 
Australia 126 
Hawaii 20 
Japan 2,119 


22,477 


AFRICA 
206 13 


Egypt 

Union South Africa 
Whites 81 
Colored 178 
Asian 19 


3 1954 2.8 317 4.8 
1954 4.6 82 3.5 
1954 38.0 326 1.1 
1954 73 297 | 713.3 
1954 48 16,356 10.1 
1955 0.9 1,629 23.4 
1954 72 0.8 1,218 13.8 
1955 24 0.5 1,036 23.3 
1955 297 0.7 5,000 11.3 
1955 355 0.8 6,903 16.0 
1954 482 1.0 9,562 19.3 
1954 0.4 68 2.3 
4 1954 811 1.7 2,911 6.1 
1954 12 0.4 251 7.4 
i 1955 35 0.7 304 
1954 56 0.8 1,225 17.0 
1954 52 1,115 22.6 
14 969 10.8 
3.8 53 10.2 
2.4 |__| 25.2 
0.1 g 
- 2.9 328 11.9 
3 15.2 30 2.6 
4.9 38 9.8 
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above 10 per 100,000. These 9 states were 
among the first 10 in the density of Negro 
population with an overall average of 
23.7% Negroes. In the same census there 
were 9 states with the homicide rate below 
2 per 100,000. The latter states averaged 
1.9% Negroes. These facts are presented 
graphically in Chart 4.8 

States heavily populated by Negroes also 
had a higher incidence of homicide among 
the Whites than the predominantly White 
states. On the other hand, areas in which 
biologic White-Negro fusion is far ad- 
vanced (Puerto Rico, San Domingo), 
though high in the homicide rate, are ac- 
tually below the 9 most “homicidal” states 
of the Union. It has been noted that the 
pure Negro community of Mound Bayou, 
Miss. has had few serious crimes of any 
sort(22). These facts indicate that criminal 
behavior is not a monopoly of any par- 
ticular race but is enhanced by the mingl- 
ing of culturally poorly compatible racial 
groups. 

There is an interesting statistical differ- 
ence in the ratio of adult homicide to in- 
fanticide between the White and Negro 
races. Proportionately, fewer infanticides 
than homicides are perpetrated by Negroes 
(Table 2). 

Large American cities have a high con- 
centration not only of Negroes but of the 
foreign born as well. In contrast to Euro- 
pean cities where the foreign born con- 
stitute 1 to 6% of the total population, in 
American cities they range from 10 to 30% 
(22). The rate per 100,000 charged with 
murder in 9 American cities in one year 
was as follows(7) : 

Native White 
Negro 
Foreign White 
Italians 
Mexicans 


19.4 
120.5 
12.3 
53.6 
77.2 


The foreign White with the exception of 
Italians actually had a better record of 
restraint than did the native White. 

Asian ethnic groups on the whole com- 
pare favorably with both Negro and White 
populations. Hawaii is an extraordinary 
example of a polyhybrid melting pot mostly 
of Asian origin. The ethnic components are 
as follows : 

Native Hawaiians 3.4 
Part Hawaiians 11.8 
White 24.5 
Japanese 37.2 
Philippino 12.4 
Chinese 6.8 
Puerto Ricans 2.0 
Koreans 1.6 
Negro 0.1 


And yet, the overall homicide rate is less 
than that of continental U. S. (3.8 to 4.8). 
Japan, with her teeming millions, mostly 
in marginal economic circumstances, has 
half the homicide rate of U. S. (2.4). 

The highest homicide rate of the 23 
countries listed was in Mexico (38.0), a 
country composed of 38% Indians, 43% part 
Indians, 19% White. There is no appreciable 
concentration of Negroes in Mexico. 

It has been often alleged that parental 
incompetence, lack of educational and rec- 
reational facilities, poverty, crowded living 
conditions and relative newness of the 
country are factors responsible for lawless- 
ness in general and homicide in particular. 
These factors are no doubt contributory 
but not fundamental. Puerto Rico and San 
Domingo, two extremely crowded and poor 
areas, have homicide rates lower than 
Texas, a wealthy state with abundant el- 
bow room. Egypt, one of the poorest, most 
crowded and disease infested areas in the 
world, has the surprisingly low homicide 
rate of 2.1. Ireland, a poor country, has 


TABLE 2 
Suicmes, Homicmes AND INFANTICIDES IN U. S. A. 1n 1953. 


White 
Males 


Total 


White 
Females 


Negro Negro 
Males Females 


Suicides 15,947 


12,008 


3,299 419 96 


7,640 


Homicides 


2,449 


976 3,308 816 


Infanticides 203 


4 yrs. or under 


80 82 22 17 


8 Bureau of Census Reports, 1950. 
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together with Norway the lowest homicide 
rate in the world. Likewise, newness of the 
community has little relation to the inci- 
dence of crime. Canada and Australia to- 
gether average one-fourth the homicide 
rate of U. S. A. and compare favorably with 
old Europe. Both dominions, as a matter 
of state policy, have consistently practiced 
selective immigration. 

The countries with the highest homicide 
rates—Mexico, Union of South Africa, Puer- 
to Rico, U. S. A. and San Domingo—have 
one factor in common—a marked hetero- 
geneity of racial and ethnic stocks. Con- 
versely, areas with the lowest homicide 
rates such as Ireland, Norway, United 
Kingdom, Sweden and France, are all far 
advanced in biologic integration with many 
centuries of ethnic fusion behind them. The 
degree of homogeneity of a people is no 
doubt the basic biologic factor determining 
the degree of harmony in social relations. 
This fact ought to be stressed and publi- 
cized in order to neutralize the effect of 
the superficial and demoralizing doctrines 
of psychoanalytic theorists who blame 
parents for most of our social ills. Making 
individual parents the scapegoats for crimes 
which are a symptom of a sick society is 
grossly unfair and unscientific. 

Examination of Table 1 for the suicide 
rates reveals a tendency to a reciprocal 
relationship between suicides and homi- 
cides in practically all the countries listed. 
This relationship is strikingly illustrated 
in the case of Union of South Africa where 
the statistics have been broken down into 
White, Colored and Asian groups. The same 
relationship holds in U. S. A. where Negroes 
are responsible for about 40% of criminal 
homicide (F. B. I. report, 1946) but ac- 
count for only about 3% of suicides (Chart 
V). The highest suicide rate is in Japan 
with Austria, Denmark and Switzerland 
following in close order. 

The ultimate cause or causes of suicide 
are, of course, unknown. There is certainly 
a number of kinds of persons likely to com- 
mit suicide, such as victims of depression, 
of paranoid reaction, difficult situational 
circumstances, incurable or painful somatic 
diseases, etc. Suicide is higher in men than 
in women in the ratio of 4: 1. There is a 
progressive rise in the incidence with age, 


the rate in the 15-24 decade being 4.5 
per 100,000, rising in the 55-64 decade to 
27 per 100,000(23). There appears to be 
a direct correlation between suicide and 
social status. Thus suicide is more frequent 
among officers than enlisted men. 

Psychoanalytic theorists, who seek base 
motivations in all human behavior, see 
little difference between homicide and 
suicide. To them it seems to be merely 
the question of direction. In the one, sadis- 
tic aggression is directed outwardly, in 
the other, inwardly with the concealed 
purpose of murdering an introjected ob- 
ject. C. W. Wahl explains characteristically 
what this introjected object may be. He 
says: “The suicide when he dies . . . com- 
mits not only suicide but vicarious matri- 
cide, patricide, sororicide, fratricide and 
even genocide”(24). While some suicides 
may be motivated by spite and neurotic 
hatreds, these are in the minority and 
often are symbolic rather than earnest. The 
suicidal gesture is seldom fully consum- 
mated. These are the cases with multiple 
superficial abrasions on the wrists or slight 
iodine burns on the tongue. The bulk of 
suicides, cases with endogenous depressive 
reactions, seldom express malice towards 
others and usually do not fail in the 
suicidal attempt. In them, inexorable self- 
condemnation for grossly exaggerated or 
even trivial transgressions is paramount 
(14). In such cases, genetic studies will 
often demonstrate a strong hereditary pre- 
disposition. In fact, familial incidence is 
the one definite objective clue we possess 
today to the problem of suicide. 

The key to the understanding and solu- 
tion of suicide will not be found in sterile 
psychodynamic explorations and _ ration- 
alizations but in the study of the physio- 
pathologic processes underlying affectivity. 
The diencephalic structures subserving 
affectivity are subject to a wide gamut of 
disturbances ranging from the ecstatic de- 
lirium of a saint to Dantesque tortures of 
hell. Those who deal with depressed in- 
dividuals are aware of the unbearable 
quality of their anguish, often described as 
more distressing than the worst type of 
physical suffering. That the diencephalon 
can be a source of particularly obnoxious 
disturbances is evident on a lower level in 
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the thalamic syndrome whose symptoms re- 
main unaffected by most standard anal- 
gesics. It is likely that the victim is driven 
to suicide in one of the intolerable par- 
oxysms of psychic pain in which every 
rational consideration becomes shrouded by 
an overwhelming desire for liberation at 
any cost. It is cruel, therefore, to brand a 
suicide with the mark of cowardice or 
sin, as the syntonic moralists preach, or 
symbolic murder as is dreamed of by the 
analysts. Suicide is as much a consequence 
of disease as is death by coronary occlusion. 

The high rate of suicide among the 
ancient Romans, the Japanese and the 
highly cultured people of Switzerland, 
Austria and Denmark indicates that it is 
associated with a highly developed ethical 
sense in which great value is placed on the 
approval of one’s fellow men. While homi- 
cide is the ultimate in aggressive self-asser- 
tion, suicide is the ultimate in inexorable 
self-censure. Psychologically and probably 
physiologically, the two processes are 
qualitatively different. Statistics would cer- 
tainly indicate this. Sociologically, suicide is 
the price that homo sapiens pays for the 
growing refinement of his senses of group 
responsibility. 


SUMMARY AND CONCLUSION 


A review of ethnic mingling among the 
peoples of Europe demonstrates that the 
process has been associated with cultural 
dislocations and decline. Eventually, after 
centuries of incubation and biologic fusion, 
new cultural patterns became established, 
often superior, but at times inferior to the 
ones they displaced. 

The immigration of many millions of 
people into the U. S. A., particularly during 
the past 80 years, has brought together 
here the greatest assortment of ethnic 
stocks in the world and probably in history. 
If the lessons of European experience have 
any meaning, such a conglomeration of 
racial and ethnic elements renders a serious 
cultural decline inevitable. Symptoms of 
the decline are already apparent in the de- 
teriorating state of some aspects of our 
culture, in the irresoluteness and confusion 
of our national leaders and in the virulence 
of frank antisocial behavior among our 
people far in excess of that encountered in 


west European countries, Canada and Aus- 
tralia. In short, we must face the unpalat- 
able truth that the present American society 
is sick. 

Much time will elapse, measurable in 
generations, before a biologic fusion among 
the White elements of our population is 
attained. Many more generations, measur- 
able in centuries, will be required to effect 
a biologic integration with the non-White 
segments of our people, provided, of course, 
that the problem is not perpetuated by 
further infusions of large numbers of im- 
migrants of any race. Biologic integration 
cannot be hastened by an executive fiat. 

If there is one practical lesson to be 
derived from the present status of the 
American melting pot, it is that we should 
be extremely circumspect in our immigra- 
tion policies. A political or an economic 
crisis abroad is not an indication for the 
relaxation of our restrictions no matter how 
much we may sympathize with the victims. 
The U. S. A. can no longer afford to be 
the foster home for the unfortunates of the 
world. Biologically, there already are pres- 
ent here so many human types that further 
additions can hardly enhance the genetic 
end product. But such additions will tend 
to postpone indefinitely the salutary fusion 
necessary for a harmonious society. Today, 
in excessive homicide, treason, juvenile de- 
linquency and other crimes with their tre- 
mendous cost in suffering and treasure, 
we are paying the price for our reckless 
generosity to peoples of other lands. Poli- 
ticians, who for reasons of expediency and 
false humanitarianism press for the relaxa- 
tion of our too liberal immigration laws, 
are, in effect, asking for the perpetuation of 
this high tide of confusion and lawlessness. 

Education and propaganda will not sever 
the ties between our new citizens and their 
people abroad. They will not extirpate the 
deep rooted prejudices, antagonisms and 
tensions carried over from their respective 
homelands and surviving for generations 
here under hyphenated dualisms. Only a 
long inbreeding period can give real 
substance to the now nebulous concept— 
American. 
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Ambulant psychotherapy, as the term is 
used in this paper, refers simply to those 
psychotherapeutic procedures which are 
applied to outpatients or are used in an 
outpatient setting. In general, this would 
exclude psychotherapy with hospitalized 
psychotic patients, though any rigid cate- 
gorization is not possible. In fact, since the 
same general principles will apply to any 
sort of psychotherapy, there is serious 
doubt that any such distinction is useful. 
As to the “principles,” it is our intention to 
consider these primarily as they apply to 
teaching and training ; it is not proposed 
to enter into a general discussion of meth- 
ods or results of treatment. 

The teacher of psychotherapy is in a 
peculiar position. Psychotherapy is tre- 
mendously popular with both professional 
and lay groups, and the apparent need for 
help in this area is so great that there is 
increasing pressure on departments of psy- 
chiatry to improve the psychotherapeutic 
skills of general physicians and to extend 
psychotherapy into other fields. But this 
enthusiasm is difficult to explain. There is 
no valid statistical evidence that psycho- 
therapy is significantly effective when 
“treated” groups are compared with “un- 
treated” groups. As early as 1951, the As- 
sociation for Research in Nervous and Men- 
tal Diseases reported : 


A survey of the reports indicates that the 
therapist should be humble in claims made for 
the exclusive effectiveness of any one treatment 
procedure, or for any one factor influencing 
treatment in psychiatry(1). 


Even before this, various authors(2, 3, 
4, 5, 6) and the Cambridge-Somerville 
studies(7) had raised questions about psy- 
chotherapy which are still unanswered, and 
Eysenck(8) and Barron and Gary(9) have 
said flatly that there is no scientifically ac- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Department of Psychiatry, College of Medicine, 
University of Utah, Salt Lake City, Utah. 
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ceptable evidence to support the conten- 
tion that psychotherapy is effective. 

Furthermore, in spite of the fact that 
most psychotherapists are clearly identified 
with certain “schools” of thought and cer- 
tain theoretical formulations, there is no 
consistency even within these grops. O- 
berndorf, in reporting on the results ob- 
tained by sending questionnaires to a group 
of leading American psychoanalysts( 10), 
said, “There was nothing upon which they 
agreed.” Fiedler(11) felt that there were 
“no factors which clearly separate thera- 
pists of one school from another” and 
thought that the experts in each school 
were more alike as a group than were the 
members of the schools. And Heine(12) 
concluded that patients “looked beyond the 
differences in learned techniques and re- 
sponded to the personal characteristics of 
the individual therapists.” 

There is a third area in which the teacher 
of psychotherapy—particularly if he is in 
contact with other medical school depart- 
ments—finds himself in difficulties, and this 
is in the field of determination of psycho- 
therapeutic results, whether good or bad. 
Except for such gross criteria as those 
dealing with whether the patient is in or out 
of a hospital, we have very inadequate 
methods for assaying results. It is perfectly 
true, as Knight(13) has pointed out, that 
patients have quite unrealistic expectations 
as to what may be accomplished by psy- 
chotherapy, but something must happen ; 
we cannot, therapists and patients alike, be 
the victims of a mass delusion. Perhaps the 
answer can be derived from patients’ state- 
ments or perhaps we can simply use “evi- 
dence of improvement” as was done by 
Ginsburg in his study of the New York 
clinics(14). In the last analysis, we may 
simply have to agree with Snyder(15) : 


I now believe that the problem of criterion of 
success is the greatest stumbling block of all 
therapy research, and that the only effective 
way of handling the problem is to bypass it 
by considering instead the specific character 
of outcomes, rather than a unitary characteris- 
tic labeled “SUCCESS.” 
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It is the responsibility of the teacher of 
psychotherapy to come to grips with these 
problems and to reach some sort of con- 
clusion which, at least operationally, satis- 
fies him. Balint(17) feels strongly that the 
teacher must actively participate in psy- 
chotherapy and believe in his method if 
his students are to profit from his instruc- 
tion. Perhaps this point of view approaches 
too closely the areas of faith and dedication 
and lacks the reassuring objectivity of 
“science,” but however it may be labeled, 
the philosophy of the teacher of psycho- 
therapy must be established before he can 
expect to teach successfully. 

The teacher’s psychotherapeutic philoso- 
phy must, in our opinion, encompass two 
main items: first, a considered conclusion 
that psychotherapy has some demonstrable 
value ; second, the establishment of ra- 
tional relationships between theoretical 
formulations and psychotherapeutic prob- 
lems. Without these pragmatic elements 
we may find ourselves in the embarrassing 
position of concentrating so exclusively on 
matters relating to the horse that we do not 
notice the direction and extent of the move- 
ment of the cart. In fact, we may be ignor- 
ing the fact that the cart has not moved at 
all. 

On the first point, it should be unneces- 
sary to state that the teacher of psycho- 
therapy must feel that psychotherapy is 
useful, yet there are many people who 
supervise residents or teach medical stu- 
dents and who pay lip-service to the value 
of psychotherapy but consistently veer in 
the direction of mechanical or chemothera- 
pies whenever they have a chance. One 
can almost hear them sigh with relief when 
there is an opportunity to add something 
“tangible” to the psychotherapeutic proc- 
ess. This is not meant to indicate that 
these procedures do not have values of 
their own, or to deny that they may facili- 
tate psychotherapy or provide an accept- 
able ticket of admission to a psychothera- 
peutic relationship with the patient. But the 
teacher should preach and practice a psy- 
chotherapy which has intrinsic and unique 
value ; if he does not consistently do this, 
his talents would be better used elsewhere 
in the teaching program. 

It may be difficult to assure oneself 


that psychotherapy does, in fact, have this 
value. Published results of psychotherapy, 
as indicated above, certainly do not justify 
any optimism, and it is not helpful to com- 
plain that we simply need better criteria 
to validate our contention that these re- 
sults do not give the true picture. But there 
must be values which are not reflected in 
group results unless we are to deride the 
efforts of all those who do psychotherapy 
or the statements of individual patients 
who feel satisfied with these efforts. It 
would be simpler—and probably more ac- 
curate—to conclude that regardless of group 
effects, individual patients do receive bene- 
fit from psychotherapy and these benefits 
have sufficient value to justify a continua- 
tion of our efforts. 

Perhaps part of the problem stems from 
attempts to find medical and surgical anal- 
ogies for psychotherapy. These attempts 
are unfortunate, for two reasons (though 
many of us have spent considerable lecture- 
time on them) : first, they convey the im- 
pression that psychotherapy could help all 
emotional difficulties—if only there were 
enough psychotherapists ; and second, they 
convey to the trainee the impression that 
his training will include his learning a 
specific technique or procedure. Since 
neither of these is correct, we would prob- 
ably be on safer ground if we maintained 
the position that emotional disorders often 
have different components from those ill- 
nesses which are usually classified as medi- 
cal or surgical and consequently require 
different therapeutic approaches. 

As a corollary to this, psychotherapy is 
not the treatment of choice in many cases, 
even though the emotional components are 
prominent. The channels through which 
patients reach clinics or individual practi- 
tioners are devious indeed and they often 
bring to us people who undoubtedly are 
psychologically sick but should be treated 
medically or surgically or socially, not psy- 
chotherapeutically. In fact, people them- 
selves are somewhat aware of this: Cole 
(18) found that over 60% of people would 
advise a disturbed neighbor to seek non- 
medical (i.e., social or religious) help. 

The tendency of some psychotherapists 
to maintain a dogmatic position based on 
theory lends itself to the formalizing of 
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psychotherapeutic practices at the expense 
of a more objective appraisal of the process. 
As Halifax said, “A man may dwell so long 
upon a thought that it will take him 
prisoner.” This rigidity tends to overempha- 
size technique and, since the main purpose 
of the rigidity is the support of the theory, 
it prevents comparisons of procedures and 
results. It may be comforting to note that 
the problem is not a new one. Galileo wrote 
to Kepler, “People of this sort think... 
that the truth is to be sought . . . by com- 
paring texts” and Hoch brought it up to 
date with “there are some psychiatrists 
who .. . are more interested in maintaining 
principles than in evaluating factors”(21). 
The teacher of psychotherapy must be pre- 
pared to cope with these problems in him- 
self or in his staff if he is to provide an 
optimum experience for his trainees. 

As to the specific problems of teaching 
psychotherapy, it might be well to note 
that Knight(22) in 1952 suggested that all 
successful psychotherapy contains 3 ele- 
ments : support, rapport and import. More 
recently, it appears that while import (or 
insight) continues to be listed as desirable 
and important, more and more attention is 
paid to support and rapport and conse- 
quently there is more emphasis on the re- 
lationship between the therapist and the 
patient. And a successful and helpful rela- 
tionship appears to depend upon the per- 
sonal security of the therapist and the 
degree to which he can establish adequate 
communication with his patient. These, 
therefore, should be the foci of the teaching 
process. 

Personal security cannot, of course, be 
taught by rote and there is a great deal of 
variation in the degree of personal security 
possessed by different individuals. Perhaps 
some thought should be given to modifica- 
tion of training for those students or resi- 
dents who appear to start training with 
greater degrees of personal security, ma- 
turity, etc. Unfortunately these are poorly 
defined and slippery terms ; since decisions 
as to training modifications must be made 
early in the program, the short acquaintance 
with the trainee may lead to errors. Bra- 
vado, glibness and facility in social rela- 
tionships can be falsely reassuring to trainee 
and supervisor alike. 


It has been suggested that all physicians, 
before specialty training, be given sufficient 
general medical experience for broad 
orientation and a proper perspective on 
the relationship of their special area to the 
whole tapestry of illness and health. This 
may not be a practical possibility since it 
would add additional time to the already 
lengthy training period. But our (admitted- 
ly meager) experience with trainees re- 
cruited from the ranks of young general 
practitioners has given us considerable re- 
spect for the practical sophistication which 
these men display in their management of 
patients, and in their grasp of the princi- 
ples of psychodynamics and psychotherapy. 

Trainees in psychotherapy can be helped 
to acquire an early sense of confidence by 
assigning to them patients to whom they 
can relate easily and well. The existence of 
a wide cultural gulf between therapist and 
patient makes this difficult, and unfortu- 
nately the structure of clinics and the selec- 
tion process which operates in them may, as 
Schaffer(23) has shown, result in the 
trainee’s having patients from unfamiliar 
socio-economic groups. Therapy with these 
patients is likely to be difficult, and while 
the good results obtained by enthusiastic 
and persistent trainees are often surprising, 
awkwardness and a sense of frustration are 
more frequent findings. 

In such a situation, the trainee may be 
inclined to depreciate the admonitions of 
his supervisors and to turn to didactic 
material and an overemphasis on formal 
psychodynamic theory in an attempt to 
find answers to his questions. This impres- 
sion was somewhat validated by a simple 
questionnaire circulated to all persons in 
our unit engaged in any form of psy- 
chotherapy—from junior medical students 
to the senior staff members. It was interest- 
ing to note that the very junior and very 
senior therapists agreed that the therapist- 
patient relationship (support and rapport) 
was the most important element in psy- 
chotherapy ; the “in-between” therapists 
were inclined to attach more importance to 
import and theoretical formulations. 

Some of the difficulties can be avoided 
by a careful selection of patients for the 
students and junior residents, and we have 
found the psychiatric section of the Uni- 
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versity Student Health Service an excellent 
training area. The breadth of available ma- 
terial is good and the University students 
usually have backgrounds sufficiently like 
those of the residents to facilitate rapport 
and communication. 

If patients like these are not available, 
the residents should be assigned, for psy- 
chotherapy, individuals whom they find 
accessible and with whom they can estab- 
lish good communication. It may be stretch- 
ing the matter too far to say that beginning 
residents should have in psychotherapy 
only patients they like, yet Knight has 
commented : 


The patient can best make contact with some- 
body he is able to feel is like or has been like 
or could be like himself. I believe that a thera- 
pist cannot convey this feeling to the patient 
unless he feels it himself . . . Optimism and 
liking for the patient often go hand-in-hand as 
do pessimism and dislike for the patient .. . 
and he responds accordingly (25). 


The relationship of communication to psy- 
chotherapy has been carefully discussed by 
Ruesch(26) and others. 

Short-term therapy consists of therapy 
in which the mere talking about himself 
in a sympathetic environment provides 
sufficient emotional release or, more com- 
monly, in which the patient-therapist rela- 
tionship is rapidly established because of 
similar backgrounds and experiences. When 
this is not possible, the therapist and the 
patient must go through a period during 
which they learn each other’s language, as 
it were, before they can proceed to the 
more detailed explorations characteristic 
of longer-term therapy. 

This period of “learning each other's 
language” may be dull and unrewarding to 
both the patient and the therapist and has 
been described as the “latency period” in 
therapy(27). It is during this time that 
many patients fail to keep appointments 
and may discontinue treatment entirely. It 
may be significant that it is also during this 
period that patients so frequently say “I 
don’t know what else to tell you” or “I’ve 
already said everything there is to say about 
me.” Perhaps these statements should be 
translated “I don’t know how to say any 
more in this language” or “I have no words 
to tell you more than I have.” 


The more detailed explorations usually 
found in longer-term therapy require the 
development of a mutually acceptable 
vocabulary in which accurate communica- 
tion can be conveyed. As Ruesch (op. cit.) 
has pointed out, psychotherapy is like learn- 
ing a foreign language, and much the same 
sequence occurs in psychotherapy as when 
any two individuals attempt to work out a 
common speech. Either they agree to use 
primarily the language of one or the other 
or they contrive a new language in which 
neologisms have satisfactorily concretized 
meanings. 

It is essential that the training program 
provide the trainee with some understand- 
ing of the difficulties involved in com- 
munication and at the same time attempt 
to suggest ways by which he can improve 
his ability to understand people. On the 
first point, there must be persistent empha- 
sis on the great differences in cultural mean- 
ings, even those attached to everyday oc- 
currences. For example, the Mormon mother 
who is worried because her teen-age 
daughter smokes is expressing a quite dif- 
ferent concern from that of the non-Mor- 
mon mother with the same problem. In the 
first case, the situation involves a whole 
host of far-reaching religious, moral and 
even social repercussions ; in the second, 
much less specific issues are being raised. 

On the matter of improving the trainee’s 
ability to understand people, one possible 
course of action is to expose him to as 
broad a range of patients as possible, pre- 
ferably under the supervision of individuals 
who themselves have wide experience with 
different cultural groups. Most training pro- 
grams would subscribe to this in principle, 
but the selection policies of clinics and 
hospitals may be set by administrative or 
budgetary necessities far removed from 
training needs. This difficulty is, of course, 
in addition to the selection difficulties 
which are less overt and have already been 
mentioned (23). 

Furthermore, there may be a tendency to 
use as supervisors those individuals who 
have had the longest experience in psycho- 
therapy without reference to the breadth 
of that experience. Since it is obvious that 
long-term psychotherapy and especially psy- 
choanalysis must, generally speaking, be 


5 
. 
ig 
ae 
| 
- 


1959 ] 


C. H. HARDIN BRANCH AND JOY W. ELY 


891 


available only to certain socio-economic 
groups, the senior psychotherapist may 
bring to the supervisory hour considerable 
depth of experience with these groups but 
very little breadth of understanding of 
others. 

The theoretical formulation which per- 
vades the training program will serve its 
most useful purpose if it provides a sort 
of blue-print of behavior patterns and the 
basis of satisfactory intercommunication be- 
tween the therapist and the patient. Un- 
fortunately, we do not at the present time 
have a theory which is universally applic- 
able unless we go through Procrustean am- 
putations and manipulations to make the 
patients fit it. Or, to put the matter another 
way, theory would be more useful if the 
resident were given considerable facility 
in the use of several working models so 
that a given case could be formulated in 
whatever terms best fitted the situation. 

On the side of communication, a theory 
or “school” of psychodynamics can have 
real value if the trainee can use it to 
“teach” the patient ways of expressing him- 
self. As noted above, patient and therapist 
can communicate readily on matters to 
which they are accustomed. But when they 
leave the well-trodden paths to stumble 
through the byways in search of matters 
for which the patient has never had to find 
verbal equivalents, the theoretical formula- 
tion selected by the therapist may provide 
a sort of useful guide for the establishment 
of communication. Obviously, this does not 
mean that the therapist insist that the pa- 
tient use the phrases and jargon of his 
particular “school.” Rather, it means that 
when the therapist looks at the situation 
in a particular way, the patient may de- 
velop the ability to visualize relationships 
between people and situations in the same 
way; verbalization and communication 
along the lines of that model must follow, 
and this may partially explain the ribald 
comment that Freudian patients dream only 
Freudian dreams, while Jungian patients 
dream only Jungian dreams. 

Whatever happens, the theory must not 
be used as a rigid framework or as a sug- 
gested technique which will take the place 
of the relationship—the real driving force 
in therapy. The theory is certainly more 


concrete and therefore more reassuring to 
the trainee than the admonition that he 
must depend upon the less definable fac- 
tors in the relationship itself, but the se- 
ductiveness of an impersonal theory can 
be diminished by constant reminders of 
the specific areas in which the theory will 
be more or less useful. Exposure of the 
trainee to skilled exponents of several 
theories will provide further perspective. 


SUMMARY 


In summary, the teaching of the princi- 
ples of ambulant psychotherapy depends 
upon the development in the trainee of 
sufficient personal security to facilitate a 
helpful relationship to the patient and suffi- 
cieat sophistication to promote adequate 
communication. These goals can be 
achieved if the staff has broad clinical 
experience, can provide a broad spectrum 
of psychodynamic theory and insists that 
the trainee is confronted by a range of pa- 
tient material beginning with persons 
culturally similar to himself and extending 
from this beginning to as wide a cultural 
range as the situation will permit. 
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DISCUSSION 


Jurgen Ruesch, M.D. (San Francisco, 
Calif.).—In discussing the teaching of psy- 
chotherapy, Dr. Branch puts his finger on a 
very sore poirt. He mentions the a priori 
difficulties that the student meets before 
he attempts to acquire some skill. The 
neophyte is baffled by the lack of statistical 
evidence that psychotherapy is an effective 
method and the lack of differentiating fac- 
tors between diverging schools of therapy. 
After having absorbed these facts, the stu- 
dent then works with his teacher of psy- 
chotherapy, who feels that psychotherapy 


is a useful method and who believes that 
there exists a relationship between theoreti- 
cal formulations and psychotherapeutic 
operations. This sounds almost like a re- 
quest for a credo quia absurdum (St. 
Augustine, after Tertullian). 

Perhaps we should ask ourselves the 
question, for whom it is really necessary 
to document the success of therapy and for 
whom it is necessary to establish a correla- 
tion between implementation and theory. 
For the participants—that is, for the doctor 
and the patient—both of these factors are 
somewhat negligible; but for the people 
who do not participate it seems to be vital. 
Both patient and doctor know when growth 
and increased satisfaction occur. And when 
they share such an experience, it does not 
matter whether others explain it in high 
sounding words or whether the statistician 
can work out a significant correlation. And 
should the participants feel that there is no 
use in continuing therapy, no amount 
of objective evidence will change their 
opinion. Psychotherapy is less of a method 
and more of an experience, and therapists 
make it possible for the patients to have 
such an experience ; and experience, a truly 
private phenomenon, is not accessible to 
objective verification. At best, the conse- 
quences of such experiences may be verifi- 
able. We know little about the experience 
that Paul had at the time of his conversion, 
but the consequences of his experience 
were world wide. 

When teaching psychotherapy, we have 
to beware of certain dangers. Rigid for- 
malization and indoctrination of students 
have a closer resemblance to brain-washing 
than to therapy. We have to guide the 
student towards understanding without 
coercion so that he in turn will not coerce 
his patients. We have to help the student 
of psychotherapy to be mature and tolerant 
so that he can help patients to experience 
anew. This art is learned both in the 
course of personal therapy and under su- 
pervision, and I am looking forward to the 
day when psychotherapy is taught to every 
medical student, intern, and resident in 
personalized supervision. 


+ 
iv 

2 
|| 
; 

‘ 

: 

4 

: 


DAY HOSPITALS FOR SEVERELY 
DISTURBED SCHIZOPHRENIC CHILDREN * 
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HISTORICAL BACKGROUND 


The emergence of the day hospital as a 
form of management for schizophrenic 
children might best be viewed as a tech- 
nique designed to fill the need created by 
gaps in the historical development of the 
care of deviant children. Lawson Lowrey 
(1) has pointed out that prior to 1909, 
child psychiatry was primarily concerned 
with the care and training of defective chil- 
dren. Child guidance clinics primarily con- 
cerned with the mildly disturbed child, 
came on the scene in 1919. These two 
methods of management of children with 
problems have been those most generally 
used up to the present time. We have a 
polarization of facilities. A child can be 
taken care of in an outpatient clinical 
setting. This may include a physician’s pri- 
vate office, a clinic of a social agency, a 
general hospital clinic or an independent 
child guidance institute. If this is not ade- 
quate, then the alternative is a residential 
center. 


DEFICIENCIES IN AVAILABLE FACILITIES 


This rigidity of choice—outpatient versus 
residential care—often prevents optimal dis- 
position of the disturbed child, whether 
schizophrenic or not. 

The schizophrenic child often presents a 
complex of severe behavioral deviations 
and thinking or learning problems. He may 
have the potentiality for mature behavior 
and intellectual activity, but is unable to 
develop them. He does not seem able to 
avail himself of environmental opportunity 
to establish relationships or to learn. This 
difficulty is believed to arise out of “dys- 
maturation,” a defect which represents the 
basic problem in the schizophrenic child 
(2). In this concept, childhood schizo- 
phrenia reflects a disorder of the regula- 


1 Read at the 114th annual meeting of the Amer- 
ican Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Psychiatric Director, The League School, 196 
New York Avenue, Brooklyn, N. Y. 


tion of maturation at the embryological 
level of development in motor, adaptive, 
language and personal-social areas—all bas- 
ic or prerequisite for future behavior(3). 
Thus, the difficulty is one of development 
rather than lack of capacity. Rational thera- 
py, therefore, is based upon techniques to 
stimulate the harmonious maturation of the 
child in all areas of functioning. In spite 
of our failure to date to achieve impressive 
therapeutic results, the maturational ap- 
proach is helpful in devising programs 
which will permit the schizophrenic child 
at an early age to function as close to his 
capacity as possible. With irregularity of 
development and severe behavioral de- 
viations, a rigid formula in the management 
of the schizophrenic child cannot be found. 
Frequently, one must adopt an experimen- 
tal approach and be abie to change and 
modify the program easily, but delay in 
putting such a program into effect may 
permit the development of an unmodifiable 
state in the child. 

Careful contemplation of the “either— 
or” approach that is now practised, that is 
to say either care in an outpatient, or in a 
residential setting, reveals many deficien- 
cies for the care of the schizophrenic child. 
Clinics and residential centers have their 
place of course. The manifestations of 
childhood schizophrenia are so protean that 
one could not conceive any one facility that 
would satisfy the needs of all children. 

There are several difficulties encountered 
when the child is seen in the outpatient 
clinic or the office of a physician in private 
practice, particularly when the disturbance 
of the child is moderate or severe. 

1. The 1 to 5 hours per week that the 
child is seen is often not sufficient to as- 
suage anxiety and to help develop healthier 
patterns of living. 

2. Often no school can be found which 
will accept the schizophrenic child at any 
level. The child has no opportunity to 
satisfy his educational needs or to develop 
relationships with other children, and be- 
comes even more isolated and remote. 
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( There is no opportunity for social develop- 
ment, as will be pointed out below. ) 

3. Particularly, with the child who is 
forced to remain at home, the parents are 
burdened with a daily regime requiring 
the care of a hyperactive, overwhelmingly 
anxious, clinging child who drains and ex- 
hausts their energies. 

4, Parents have no time to devote to 
their other children. This is especially true 
with a younger sibling who often must be 
neglected because of the demands of the 
disturbed child. 

Faced with these difficulties, the parents 
often consider placing their child in a 
residential center, or they are advised to do 
so by their physician. 

However, the residential school also has 
certain limitations : 

1. In many states, the residential center 
is far removed from the home of the child. 
Consequently, parental visits may be in- 
frequent. Distance also makes it quite im- 
possible for the staff to work closely with 
the parents. 

2. The child becomes accustomed to an 
unreal, that is to say, an institutional, en- 
vironment. His rehabilitation, then, involves 
preparing him for an environmental change 
that may be very difficult for him. Further, 
the child loses the positive aspects of 
family life when removed from the family. 

3. During his absence, the family may 
become so reorganized that it can no longer 
accept the schizophrenic child back into 
the household. 

4. The residential center cannot provide 
for the return of the child to the com- 
munity. Since it has no essential role in the 
community, it cannot insure that either a 
home or schooling will be available to him. 
Considering these deficiencies, what solu- 
tion can one offer ? 

Donald Bloch(4) discussed many of 
these questions in the study of 1,000 chil- 
dren referred for residential placement in 
New York State. In his study, he observed 
that there was no overall plan for emo- 
tionally disturbed children. He pointed out 
that our treatment facilities come in iso- 
lated, discrete packages. They offer few 
alternatives, and movement from one fa- 
cility to another is blocked. He therefore 
advocated a flexible network of facilities 


available to the seriously disturbed child. 
Similar thoughts were expressed in a round 
table meeting on childhood schizophrenia 
of the American Psychiatric Association in 
May 1957, which considered the role of 
the various treatment facilities from the 
community level to the state hospital(5). 


THE DAY HOSPITAL 


It is clear that what is needed now is a 
variety of intermediate facilities to bridge 
the gap between the outpatient clinic and 
the residential center. It is evident that 
every child who cannot get along in school 
and cannot be treated adequately in an 
outpatient clinic does not necessarily have 
to be treated in a residential center. Of 
course, this problem is not unique for 
childhood. One intermediate facility that 
has been proposed by workers with both 
children and adults has been the day hos- 
pital, in which a patient receives care and 
treatment during the day and is returned 
to his home at night. 

An illustration of the possibilities and 
the effectiveness of such a day hospital for 
schizophrenic children can be found in the 
history and current status of the League 
School in Brooklyn. Certain aspects of the 
development and functioning of the school 
have been presented elsewhere(6). 

The League School was founded in 1953 
by the parents of schizophrenic children 
who had been barred from public and pri- 
vate schools. Although the parents were 
eager to keep their children at home, they 
were overwhelmed by the daily necessities 
of taking care of a disturbed child without 
relief. The school was founded on the hy- 
pothesis that many schizophrenic children 
can be adequately managed at home if 
there is available a day hospital setting that 
provides academic opportunity. As such, 
the school fulfills the need for an inter- 
mediate facility for the care of schizo- 
phrenic children and takes its place as an 
important installation in the community 
mental health program. 

Currently, the League School has 38 
children ranging in age from 3 to 13 years. 
The professional staff includes a director, 
a psychiatric director, two psychologists, 
a psychiatric social worker, dance therapist, 
music therapist and 14 teachers, together 
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with administrative and housing personnel, 
a total staff of 28. No teacher has more than 
3 children under his care, and in some in- 
stances, 2. Admission is limited to children 
who have been diagnosed as schizophrenic 
by referring psychiatrist or agency. Those 
diagnosed as organic or retarded are not 
accepted. Even with this limitation, a wide 
range of clinical manifestation is seen in 
this group. However, all are at a high level 
of disturbance at the time of their admis- 
sion. All of these children have either been 
rejected for admission or have been ex- 
cluded from all available private and pub- 
lic schools or nurseries. Fourteen have no 
communicative language. In others, lan- 
guage is deficient for their chronological 
age. Among these are many who function 
on a very primitive, regressed level. They 
display many of the symptoms we associate 
with childhood schizophrenia, that is, with- 
drawal, remoteness, repetitive movement, 
whirling play, marked anxiety and com- 
pulsivity. However, 6 children are able to 
participate in a formal academic program. 
Although several of these children are high 
in intelligence, the irregularity of their 
development is reflected in their school 
work. 

Intake is handled by the psychiatric so- 
cial worker, but the decision for admission 
is made following a screening examination 
by the professional staff. The program of 
each child is determined by the clinical 
and teaching staff and is reviewed and re- 
vised if indicated at weekly conferences 
and individual conferences. 

The key relationship in the management 
of the child is that of teacher and child. It 
has previously been stated that “therapy at 
the School is to a great degree the accumu- 
lative impact of the feelings, attitudes and 
behavior of the teacher with whom the 
child has contact 6 hours a day, 5 days a 
week, in the significant functions and ac- 
tivities of eating, playing, dressing, toilet- 
ing, washing, resting, dancing, singing, 
painting and where ever possible, the more 
traditional academic activities”(6). Since 
the assignment of a child to a group and to 
a particular teacher is of paramount im- 
portance, consideration is given to the 
needs of the child, his functioning level 
and the impact of the group on him and his 


impact on the group. Similarly, in selecting 
the teacher, skill, ability, interest and 
unique suitability in regard to a particular 
child is taken into account. The program 
is divided into two phases: first, a pre- 
liminary or preparatory phase to make the 
child as comfortable as possible by remov- 
ing stress situations and relieving anxiety ; 
and, second, a re-educational and rehabili- 
tation phase to stimulate maturation by 
helping the child to cope with inner needs 
and tensions, and with the outside world. 

The teacher operates on many levels to 
suit the needs of the particular child. This 
may range from merely holding the child 
on his lap and comforting him to the teach- 
ing of arithmetic or geography. The teacher 
must be exceedingly careful and delicate 
in encouraging the child to take hold of 
reality and move toward maturity. The 
teacher makes contact and works with the 
child largely through play activities. The 
child is slowly encouraged to make con- 
tact with the world, explore relationships 
and venture into new activities. When ap- 
propriate, academic work is introduced. 
The therapeutic program also includes in- 
dividual psychotherapy, drug therapy, 
music therapy and dance therapy. 

The work at the school is not exclusively 
directed toward the child, but also includes 
the parents. This is on two levels, both the 
counseling and guidance of parents by the 
professional staff, and also involvement in 
parent-group therapy sessions which meet 
weekly. 

The League School affords the oppor- 
tunity for intensive study of a selected 
group of schizophrenic children over a long 
period of time. Studies indicating that most 
childhood schizophrenics become adult 
schizophrenics make long-range studies of 
this population particularly valuable(7, 8, 
9). From such investigations new insight 
into the genesis of adult schizophrenia may 
be obtained. The research opportunities 
that this group offers have not been neg- 
lected. The following studies are under 
way : the origin and genesis of the illness ; 
the evaluation of the parent-child relation- 
ship ; development of instruments for meas- 
uring changes in the child ; comparing the 
impact of a variety of therapies upon the 
child ; and the confirmation of prognostic 
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decisions and diagnoses through follow-up 
studies. 

Fifty children have been admitted to the 
League School in the past 5 years. Of the 
12 who are no longer at the School, 2 were 
withdrawn because of transportation dif- 
ficulties ; 4 were discharged after they had 
passed the 12-year age limit at the School. 
Unfortunately, no adolescent day-hospitals 
are available at the present time; one of 
the children, therefore, was placed in a 
state institution ; and the other 3 placed in 
private residential centers. Four children 
were recommended for institutionalization 
because of the School’s inability to cope 
completely with the problems presented at 
home and at school. In only one instance 
was this felt to be due to the lack of co- 
operation on the part of the parents. Two 
of the children are living at home and at- 
tending regular private schools where they 
have made excellent social and academic 
adjustment. 


ILLUSTRATIVE CASES ® 


Case 1.—Walter, a 9-year-old boy was ad- 
mitted at the age of 74 with a 7 year history 
of remoteness, excessive anxiety, head banging, 
fear of change, multiple phobias concerning 
the moon, stars, clouds and death, poor inter- 
personal relationships, violent temper tan- 
trums and aggressive behavior. Walter was 
diagnosed as a childhood schizophrenic. School 
placements in public and private schools were 
failures. His intelligent and concerned parents 
were very eager to have him remain at home. 

On admission to the League School, Walter 
was found to be a restless, negativistic and 
uncooperative boy. He was preoccupied with 
questions of space and death. 

It became evident that we were dealing 
with an exceedingly anxious, poorly related 
child who had developed a defense system 
characterized by a first line of passive re- 
sistance and negativism, who when pressed, 
would break out into hostile aggression. After 
a period of adjustment to the school, efforts 
were directed toward encouraging Walter to 
do away with the defense mechanisms that 
were so crippling. He was encouraged to be- 
come more active and direct, and to act out 
his feelings of hostility. At the same time, it 
was necessary for him to channel and learn 


8 Due to space limitations, case histories had to 
be markedly abbreviated. This material may be ob- 
tained by communicating with the author. 


to establish controls over these impulses. 

During his stay at the school, Walter has 
become less anxious and fearful. He goes on 
trips, crosses streets himself, and shops in 
stores. He is more responsive, has better con- 
trol and is better organized. Rather than ap- 
pearing sullen, and resisting suggestions from 
the teachers, he works within his group and 
his performance in class is quite high. 


This case illustrates a child with a diag- 
nosis of childhood schizophrenia who could 
not be adequately placed in a private or 
public school within the community. His 
parents were desirous of keeping him at 
home. During his stay at the School he 
demonstrated clinical improvement and 
greater maturity. There is optimism con- 
cerning his continued progress within the 
League School setting. 


Case 2.—Marvin was admitted at the age of 
6 with a 5 year history of wild, unpredictable 
behavior, extreme anxiety, many fears, nega- 
tivism, intense compulsivity, lack of relatedness 
to other children and hypnogogic hallucina- 
tions. The diagnosis of childhood schizophrenia 
was made by a private psychiatrist, a child 
guidance clinic and the school staff. He was 
felt to be too disturbed for placement in a 
regular school. 

Marvin fitted very rapidly into the school 
program. At the start there was negativism, 
provocative non-conformity that was felt to 
be the testing out of boundaries. He became 
well adjusted to his group as his alternate 
periods of rebelliousness and conformity disap- 
peared. As he progressed it soon became evi- 
dent that the school no longer offered him 
adequate stimulation or a program that would 
adequately exploit his abilities. Arrangemtents 
were made for his transfer to a day school for 
normal children where he has been outstand- 
ingly successful. 


This case illustrates a child with schizo- 
phrenia who rapidly improved while in the 
League School and was transferred to a 
school for normal children. The extent to 
which the League School improved Mar- 
vin’s mental status and prepared him for 
regular school cannot be unequivocally 
stated at the present time. It is of note that 
in spite of his superficial adjustment the 
fears and terrors that beset Marvin are still 
present and can be elicited in drawings 
and projective testing. However, he is a 
child that can get along in a setting for 
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normal children. Marvin and his parents 
received intensive psychotherapy through- 
out this whole period. 


Case 3.—Peter, a 9-year-old boy, has been 
remote, intensively anxious and hyperactive 
from birth. Language never developed and a 
diagnosis of childhood schizophrenia of the 
autistic type was made at a number of cen- 
ters. Since the mother was intransigently op- 
posed to residential placement, Peter was ad- 
mitted on an experimental basis in spite of 
his extreme regression, hyperactivity and 
destructiveness. One teacher devoted all her 
time to Peter. In spite of all efforts including 
liberal use of tranquilizing drugs, he remained 
unmanageable. Unless he was restrained and 
held on the lap of the teacher, he would run 
around the room yelling and banging into 
walls, furniture, objects, with no apparent 
awareness of space limitations. After 3 months 
of trial, it was felt that Peter was not profiting 
by his experience at the school and residential 
placement was recommended. At this time, the 
parents accepted this disposition. 


Peter represents an unusually regressed, 
hyperactive, destructive schizophrenic child 
who is beyond the scope of a day hospital 


setting. He could not profit by his experi- 
ence at the school, and he constituted too 
taxing a burden to the staff. The school 
did serve a purpose in helping the parents 
to accept the placement in a state hospital. 
They did this with the awareness that all 
the facilities of the community had been 
tried, including extraordinary attempts at 
the League School. 


Case 4.—Ralph was admitted to the League 
School at the age of 10%. From the age of 4, 
he displayed uncontrollable rages, fantasies of 
destruction and violence, preoccupations con- 
cerning time and space, disturbing nightmares, 
phobias, and the delusion he had been born 
in outer space. The diagnosis of childhood 
schizophrenia was made when he was 6. After 
2 years of outpatient therapy Ralph was ad- 
mitted to a residential treatment center. Dur- 
ing the 2% years he was there, he showed 
steady improvement ; however, he was felt 
to be unprepared for any community school, 
public or private. He was therefore recom- 
mended to the League School. 

It became evident that for all of Ralph's 
arrogance, boastfulness and conspicuous 
brightness, he felt himself to be a small, lonely 
boy in an awesome, terrifying world, and that 
he is helpless in such a world. 


Ralph has participated in an academic pro- 
gram at the school. It has been difficult to get 
him to concentrate on subjects at his grade 
level since he feels these are quite beneath him 
and he should only concern himself with cos- 
mic problems, or with new inventions of a 
Rube Goldberg variety. Efforts have also been 
made to permit him to become cognizant of 
his feelings of being a little boy, to express 
them and gain support. Ralph has increasingly 
become more accepting of himself and the 
school. 


This case illustrates another function of 
the day hospital. Here it has served as a 
“half-way house” in the return of a child 
from a residential setting to the community. 
Were it not for the presence of a day-care 
center, a child such as Ralph would find it 
necessary to remain for a longer time in a 
residential setting. Ralph now is not only 
pursuing a therapeutic and academic pro- 
gram, but he is also living at home. 


CONCLUSION AND SUMMARY 


This paper has pointed out that our cur- 
rent facilities for the care of schizophrenic 
children are too limited. Children have the 
alternative generally of either being cared 
for in an outpatient facility or sent to a 
residential center. Surveys that are done 
of children who are finally admitted to 
residential centers indicate that this may 
well be a placement of last resort rather 
than one of choice. It often reflects failure 
of the community to provide proper care 
for the child in the early stages of his ill- 
ness. Months or years of negotiations with 
outpatient agencies often come to naught 
and finally residential placement is neces- 
sary. Donald Bloch(4) has pointed out that 
there is an inexorable trend to institutional- 
ization of children. Very often the way 
home is impossible, in spite of improvement 
and adequate adjustment on the part of the 
child at the residential center. It may well 
be that the lack of differentiated local treat- 
ment centers results in the inappropriate 
placement of a large number of mentally 
ill children in residential treatment centers. 
Thus, one searches for alternatives, for in- 
termediate facilities that are readily avail- 
able at the community level, that might 
serve to halt the progress of the mental 
illness and rehabilitate the child in an 
earlier, more amenable phase. 
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For schizophrenic children, the day hos- 
pital would appear to be ideal as one of 
the intermediate facilities. The number of 
children in residential settings, particularly 
in state hospitals, is increasing rapidly. For- 
stenzer(10) has pointed out that the num- 
ber of children under 16 in state hospitals 
in New York State has increased from 673 
on April 30, 1955 to 1,056 on March 31, 
1957. Of the 1,056 who were in New York 
state hospitals on March 31, 1957, 377 chil- 
dren were less than 12 years of age, and 
679 were 12 years through 15. More than 
20% were in facilities other than those spe- 
cifically serving children or adolescents. 
The change from 1955 to 1957 represents 
an increase of more than 57% and gives 
some measure of the problems confronting 
those responsible for organizing and ad- 
ministering state mental health programs. 
Pressures come from many sources: or- 
ganizations of parents of emotionally dis- 
turbed children, judges of children’s courts, 
schools, public welfare departments, volun- 
tary child care agencies and civic groups 
in the health and welfare fields. These pres- 
sures seem to be pushing toward traditional 
solutions. The state has always provided 
for domiciliary care for the mentally ill, 
and thus large central institutions for the 
care of schizophrenic children are being 
built throughout the country. However, 
such exclusive channeling of effort may in- 
dicate that many administrators are the 
prisoners of an older idea. 

We recognize now the very great im- 
portance of treating not only the mentally 
ill child, but also his family, and of center- 
ing treatment near his home, within the 
community. A day hospital can be estab- 
lished in relatively small communities as 
an independent unit, as part of a state 
hospital or as part of a public school. The 
experience of the League School indicates 
the feasibility of such a day hospital. Be- 
cause of its rapid growth and the ever- 


increasing number of applications, the 
school also demonstrates the great need for 
such an institution in the community. Not 
only can a day hospital serve the needs 
of many schizophrenic children; it can 
also help the parents, and by its presence 
in the community, serve as a center for 
alerting the community to its mental health 
needs and gain its support for the expansion 
of appropriate programs. 
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Since the close of World War II, Ameri- 
can psychiatry has experienced a most dra- 
matic and dynamic growth. The number 
of practicing psychiatrists is about 3 times 
greater than in pre-war days. Many new 
psychiatric journals have appeared in print. 
Psychiatric research has broadened and in- 
tensified. Many of the older ideas have been 
re-examined and newer concepts are being 
tested. The spectrum of inquiry ranges from 
basic sciences such as neurophysiology and 
biochemistry to social sciences such as an- 
thropology and sociology. 

This healthy ferment is reflected in the 
increasing interest on the part of the medi- 
cal profession generally, as well as of the 
lay public. The American Medical Associa- 
tion has found it useful to establish a Coun- 
cil on Mental Health. General medical prac- 
titioners in many cities throughout the coun- 
try have been attending seminars in clinical 
psychiatry, often with special attention to 
psychosomatic problems. The National In- 
stitute of Mental Health has been given 
millions of dollars by the Congress to sup- 
port research and training. The public’s 
positive interest and response is seen in the 
phenomenal growth of the mental health 
movement, the increasing concern of state 
legislatures with the problems of mental 
illness, and the vast number of mental 
health educational books, pamphlets, films, 
and magazine articles published. 

With all of this forward movement, how 
has the training of the young psychiatric 
resident fared ? As a rule, it has kept pace 
admirably. Today’s training is generally of 
a deeper, broader, and richer character. 

Yet with all this impressive activity, some 
aspects of psychiatric training and practice 
have in the author’s opinion been neglected 
or overlooked—certainly not by design, but 
nevertheless to the detriment of both the 
practitioner and the public. This little- 
recognized deficit in training exists, I be- 


1 Read at the 114th Annual Meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 
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lieve, in one aspect of professional com- 
munication. 

This extremely important area of profes- 
sional communication is not that between 
the psychiatrist and the patient, but rather 
between the psychiatrist and all those other 
individuals who have direct relationship to 
the patient and his problems. 

My observations and conclusions are my 
own and have reference and validity pri- 
marily in the setting of metropolitan areas, 
where the majority of psychiatrists in pri- 
vate practice work. My information regard- 
ing rural areas and small population centers 
is meagre, but it is my impression that the 
problems of which I speak are in direct 
proportion to both density of population 
and high ratios of psychiatrists to popula- 
tion units. I believe that where large num- 
bers of psychiatrists are in practice they 
tend to isolate themselves from the rest 
of the medical community. Where few are 
in practice, their relationship with their 
medical colleagues is generally much closer 
and communication is better. 

Today the best estimates show that at 
least one-half of American psychiatrists are 
engaged in private practice, a percentage 
that would be even greater if it included 
those salaried psychiatrists who also do 
some private practice. As the number of 
physicians in private practice of psychiatry 
has increased, so has the membership in 
the American Psychiatric Association. In 
fact, the total membership has trebled in 
the 14 years which followed our centennial 
year of 1944. Apparently this increase in 
private practitioners has been at the ex- 
pense of hospital psychiatry, which suffers a 
continuing shortage of personnel. 

The psychiatrists who entered private 
practice before World War II usually had 
previous professional experience in other 
fields of medicine. To this day they seem, 
as a group, to live in more frequent work- 
ing contact with the rest of their medical 
colleagues than do the post-war additions 
to the ranks of private practice. 
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The physician trained during the war 
years went directly into the Service, and 
upon leaving it entered residency training. 
On completion of that he found himself 
for the first time in a potential working 
relationship with organized medicine. Many 
now in psychiatry seem loath to do more 
than pay dues to their county or state 
medical society, and to the American Medi- 
cal Association, Ordinarily their participa- 
tion in medical society activities is minimal, 
and many reasons which are probably ra- 
tionalizations are given for this : 

1. The young psychiatrist says he is too 
busy with continued training and attending 
meetings of psychiatric groups to devote 
time to the activities of his local medical 
society. He claims the programs are of 
little interest to him. This can hardly be 
true because today most medical programs 
deal, if not in specifically psychiatric ma- 
terial, certainly with sociological problems 
which are of importance to all who practice 
medicine. 

2. Another reason offered is that he does 
not care to associate with medical col- 
leagues because he feels the latter “do not 
understand modern psychiatry and it is a 
waste of time to attempt to communicate 
with them.” This statement is largely false, 
certainly so in terms of post-war medical 
graduates who have, in the main, had good 
psychiatric teaching in medical school. 
More likely the basic problem here is an 
inward dis-ease or anxiety of the young 
psychiatrist in the presence of other medical 
men. This attitude is probably over-deter- 
mined, but relates to some extent to the fol- 
lowing factors : 

(a) The young psychiatrist is affected by 
the continuing belief held by many that 
psychiatrists are peculiar and a breed apart 
(and indeed they are, if they consistently 
shun contacts with the rest of medicine). 
Thus the vicious circle continues as more 
and more psychiatrists avoid professional 
contact with their colleagues. 

(b) Many are sensitive about the charge 
that psychiatrists usually do not do routine 
physical examinations or write prescrip- 
tions or make house calls, and in general do 
not live and work like other medical men. 
The latter seldom see psychiatrists in the 
settings of general hospitals because the 


psychiatrists’ professional activities most 
frequently are restricted to their offices or 
to special hospital or clinical facilities. 

Not all psychiatrists react in this manner, 
and in one of the most rewarding papers 
on this topic, Ginsburg(1) writes that many 
years ago when he entered private practice 
he realized that “one of his greatest re- 
sponsibilities as a private practitioner would 
be a kind of public-relations-educational 
liaison job with the referring doctors.” That 
the working relationship between psychi- 
atrists and other physicians is not a har- 
monious and durable one is clearly brought 
out in various polls and surveys(2, 3). 

As has been brought out by Bartemeier 
(4), many psychiatrists are poor consult- 
ants because: (a) it is frequently difficult 
to secure their services, (b) many decline 
to do hospital consultations, (c) their in- 
terest in the complete medical history is 
often minimal, (d) their opinions given in 
too technical language are more often verb- 
al than written, and (e) in too many cases 
constructive suggestions are not forthcom- 
ing. 

It does seem that psychiatrists swarm or 
herd together self-protectively, so that pro- 
fessionally and socially they see more of 
their psychiatric than of their non-psychi- 
atric medical colleagues(2, 5). This may 
further be increased by uneasiness in the 
realization that with the individual’s pro- 
gressive separation from organized medi- 
cine, coupled with his failure to keep 
abreast of the details of medical de- 
velopments, his sense of being “less a 
doctor” or “not really a physician” is un- 
consciously accentuated. 

In addition, most young practitioners lack 
secretarial help (of which more later), and 
referrals are too seldom acknowledged in 
writing, as they are among other medical 
practitioners. There is often a real reluc- 
tance, if not refusal, to communicate with 
the referring physician and the family, or 
even to write letters of inquiry for an 
abstract of previous psychiatric illnesses or 
hospitalization. 

Under these circumstances, when the 
family of the patient complains to the refer- 
ring physician that the psychiatrist is not 
willing to communicate fully with them, 
and when this physician is himself some- 
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what lacking in information, it is not sur- 
prising that the popular conception of the 
psychiatrist as an aloof, uncommunicative 
fellow, operating on the margins of med- 
icine, continues to be current. Of course 
this problem is not universal, but it cer- 
tainly exists to an alarming degree. 

Another failure in communication with 
the referring physician occurs when the 
young psychiatrist overlooks the importance 
of the pre-existing relationship between the 
family physician and the patient, which is 
the keystone of medical practice. On oc- 
casion, the young therapist may even refer 
the patient to another physician if organic 
illness develops in the course of psychiatric 
treatment ! In some instances the referring 
physician is not informed of the outcome 
of treatment or even of the fact that thera- 
py has been completed(6, 2). 

It would seem that all too frequently the 
young psychiatrist in private practice has 
forgotten that people do not become emo- 
tionally ill in a vacuum, but rather in a 
family or group setting where the surround- 
ing figures are anything but neutral, and 
must themselves be studied if the therapist 
is to have a clear picture of the life situa- 
tion of the patient. Additionally, the emo- 
tional relationships of the referring physi- 
cian to the patient may be unconsciously 
motivated and complex, with possible 
erotic, aggressive or narcissistic defensive 
reactions. 

What are the results of this break-down 
in communication ? Very often there is a 
loss of valuable and even critical informa- 
tion useful to the therapist in diagnosis 
and treatment. 

Example : An internist referred a patient 
to a young therapist and received no ac- 
knowledgment. His next contact was a tele- 
phone call from the distressed family ; the 
patient seemed worse and the therapist 
had refused to see the wife, saying he made 
a practice of never interviewing the wife 
or husband of a patient. 

It is obvious that such a position is not 
only illogical but is detrimental to good 
inter-professional relations. It is also a fact 
that no such practice is taught in psychi- 
atric training centers. One concludes that 
such an arbitrary statement must be the re- 
sult of the psychiatrist’s inward anxiety 


and/or over-identification with the patient. 

Another consequence of poor com- 
munication is the loss of valuable oppor- 
tunities to add to the understanding of the 
physician who is not a psychiatrist. Such 
failure to communicate produces a loss of 
respect for psychiatry generally and for the 
individual psychiatrist in particular(1). 

Still another consequence of poor com- 
munication with the family and referring 
physician is an increase in the difficulties 
of treatment, due to the family’s ignorance 
of what it can do positively or negative- 
ly to assist the treatment program. Addi- 
tionally, the family’s own emotional con- 
flicts in such cases increase its sense of 
guilt and defensive hostility toward the pa- 
tient, the psychiatrist and the entire thera- 
peutic effort. 

The problem of dealing with the family, 
referring physicians, and previous psychi- 
atrists has been taken over in many training 
centers by an administrative psychiatrist, 
who functions in another part of the hos- 
pital. In other situations this contact with 
the family has been made the responsibility 
of non-medical personnel, such as psychi- 
atric social workers. It is unfortunate when 
this constitutes a barrier between the pa- 
tient’s family or the referring physician, 
and the psychiatrist responsible for treating 
the patient. In those instances where the 
fixed routine is for such correspondence to 
be handled by others, the resident is de- 
nied opportunity for an important learning 
experience and the training program is hurt 
in the interests of administrative expedi- 
ency. 

Perhaps my feelings in this matter of 
proper professional communication are es- 
pecially strong because I had the good 
fortune when in training to learn under 
excellent supervision not only the “whys” 
and “wherefores” but the how of profession- 
al correspondence. Over a period of many 
months I was responsible for periodic re- 
ports to patients’ families, with carbon 
copies to referring physicians. All my liter- 
ary efforts were closely proof-read before 
they were mailed. On many occasions not 
one but several drafts were made before 
a suitable letter was composed. It is my 
impression that this type of intensive per- 
sonal supervision by a senior psychiatrist is 
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usually lacking in present day residency 
training programs. It is only with such prac- 
tice that the young psychiatrist learns pro- 
fessional correspondence, and the need to 
adhere to the facts of the situation. He 
learns to avoid, on the one hand, unjustified 
optimism which reflects the wishful think- 
ing of the therapist and anxious relatives 
and, on the other hand, blunt and gloomy 
prognoses which, however valid, need the 
softening effect of tactful phraseology. 

In hospital practice the entire personnel 
is involved in the treatment of the indi- 
vidual patient. This is a psychological fac- 
tor which the psychiatrist frequently does 
not fully realize until he finds himself in 
private practice and completely responsible 
for the patient’s welfare. Here a maximum 
of communication is important but is often 
interfered with by various impediments 
which may not be clearly apparent. 

Even a cooperative patient's version of 
previous treatment cannot be accepted un- 
critically. Collateral information is a neces- 
sity for accurate diagnosis and well-formu- 
lated treatment plans. By this I do not 
mean that treatment cannot be carried on 
when the patient is the only source of in- 
formation, but rather that without collateral 
information the chance of serious error is 
greatly increased. Specific reference is made 
to the all too common incidence of positive 
or negative counter-transference, ranging 
from simple identification with the neurotic 
patient to the case when fantasies or de- 
lusions of the borderline patient are un- 
critically accepted as fact, or conversely, 
when facts are interpreted as delusional. 

An additiona! and realistic reason for in- 
terviewing a spouse or parent occurs when 
long-term psychotherapy or drastic methods 
of treatment such as electroshock are to be 
employed. The significant relative (often 
the one who is financially responsible) is 
entitled to meet in person, at least once, the 
therapist who proposes to carry out such 
treatment. 

The referring physician is entitled to a 
written acknowledgment of referral, how- 
ever brief. Such an acknowledgment be- 
comes a permanent part of his record, and 
this cannot be said of chance verbal com- 
munication. Good physicians everywhere 
are genuinely interested in those patients 


whose emotional problems require psychi- 
atric referral, and it is unfair to assume that 
these men are not capable of understanding 
a summary statement of the patient’s dif- 
ficulties. ‘ 

In establishing a private practice, the 
young psychiatrist frequently feels he can- 
not afford secretarial help, and a telephone 
answering service acts in lieu of a recep- 
tionist. However, professional correspond- 
ence does not require a full time secretary, 
but only a determination on the part of 
the individual to allocate specific time for 
this responsibility, whether the letters be 
written in long-hand, typed by the doc- 
tor, or a part-time secretary. Once a routine 
is established, correspondence, patient his- 
tories and treatment, progress and termi- 
nation notes become a regular part of the 
office procedure. 

In some instances the disinclination of the 
therapist to deal with persons other than 
the patient is related to his own personality 
problems. He may be unwilling to give ad- 
ditional time to any one but the patient, 
especially if, as may happen, he cannot 
expect to be reimbursed for it. On some 
occasions the relative, like the patient, may 
be in need of treatment. Such interviews do 
require tact and diplomacy on the part of 
the therapist. Where a strong feeling of 
conscious or unconscious identification with 
the patient exists, the psychiatrist may 
avoid contact with a certain relative be- 
cause of suppressed or repressed hostility 
toward the relative. He is afraid lest the 
hostility break through and impair his ap- 
pearance of professional detachment. In 
such a case the relative is understandably 
puzzled and critical, and questions the ra- 
tionale of treatment. Occasional interviews 
are necessary, but if the relatives become 
unreasonable or demand confidential in- 
formation, misunderstanding or psycho- 
pathology are usually apparent. This must 
be met with tactful but firm refusal to 
jeopardize treatment, and the suggestion 
may be made that counsel for the relative 
with another therapist would be in the best 
interests of all concerned. 

Another failure of communication is 
based upon a defensive avoidance of the 
referring physician or the family, which 
grows out of the therapist’s conscious fear 
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that he has nothing meaningful to say. Or if 
he cannot report encouraging progress, he 
takes refuge in silence. The therapist must 
deal in realities regarding his therapeutic 
efforts, and should be prepared to report 
facts, whatever they are. It is unrealistic 
for him to expect or demand of himself suc- 
cess in all instances. If proper communica- 
tion occurs between the therapist, the 
family, and the referring physician at the 
time the treatment is initiated, many sub- 
sequent problems are avoided. 

It is important to appreciate that in the 
absence of positive verbal or written com- 
munication, what is communicated to the 
relative or referring physician is the thera- 
pist’s apparent lack of interest in and con- 
cern for the patient. Whether it is com- 
munication by intent or default depends on 
the initiative, knowledge, and industry of 
the therapist. 

In cases of long-term treatment occasion- 
al brief progress reports to the referring 
physician are in order. They need not in- 
clude confidential material. The patient is 
not likely to be concerned if the referring 
physician knows he is suffering from a 
masked depression ; but he would care if it 
were further stated that this was pre- 
cipitated by an extra-marital affair. 

The medical-legal aspects of the patient’s 
confidential communications, and the prob- 
lem of their disclosure, appear more techni- 
cal and complicated in the abstract than 
they are in actual practice. 

There are diverse aspects to this prob- 
lem. It is true the psychiatrist may err in 
revealing confidential information to others. 
However, he may err by not communicating 
with others. He may err, for example, when 
he fails to seek out important collateral 
information which it is his responsibility to 
obtain, or he may err when he fails to in- 
form others, who have a right to know, of 
suicidal or homicidal tendencies in the 
patient. 

In most instances the patient is quite 
willing to have the psychiatrist communi- 
cate with other physicians who have proper 
interest in his welfare. The patient usually 
realizes that nothing detrimental or embar- 
rassing will be unnecessarily disclosed, and 
his consent to communicate is usually easy 
to obtain. 


When the patient has previously been in 
treatment, it is appropriate to request con- 
fidential abstracts from psychiatrists or hos- 
pitals. Yet frequently the young therapist 
completely neglects this important source 
of information. In hospital practice such 
abstracts are routine. But this routine is 
often handled by others, and although such 
information appears in the patient’s file, 
the resident has no sense of responsibility 
for its being there. Some hospitals require 
authorization by patients for release of such 
information. It is not difficult to obtain 
written authorization from a patient. To 
avoid seeking it because of assumed dif- 
ficulties is again a rationalization which 
adds to the problem of communication 
failure in psychiatric practice. 

One of the most perceptive studies of 
psychiatrists as individuals was done by 
Karl Menninger(7). This study suggested 
that among psychiatrists there are more 
members of minority groups than among 
physicians generally. There may be a cor- 
relation between this situation and the psy- 
chiatrist’s interest in lonely, eccentric and 
unloved people. A further implication is 
that psychiatrists perhaps more than other 
doctors have in their own lives suffered 
similarly, and that the psychiatrist’s con- 
cept of his profession as the Cinderella of 
medicine represents a projection of his own 
repressed problems. This hypothesis that 
the psychiatrist’s unconscious self-concept 
is characterized by the feeling of loneliness, 
a sense of being unlovable, and a fear of 
rejection offers at least a partial explana- 
tion for the tendency on the part of psy- 
chiatrists to band together, and to shun 
medical situations in which they may not 
feel welcome and admired. This hypothesis 
can also illuminate psychiatric failures to 
communicate freely with medical confreres 
and other failures to act in conformity with 
generally accepted medical practices. 

What can be done to improve this situa- 
tion ? 

Basically the problem begins at the level 
of the medical school and with the calibre 
of the freshman student, who may enter 
with a splendid background in physical and 
biological science but with a minimum of 
competence in writing his native language. 
The situation varies from one medical 
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school to another, because of the means of 
selection of the students and the interest 
the school takes in teaching human rela- 
tionships as they relate to medical practice. 

With sound undergraduate teaching in 
psychiatry, the student who elects it as a 
specialty enters into residency already 
oriented to the significance of all aspects 
of professional communication. When the 
resident has not had sound undergraduate 
education, it becomes even more the re- 
sponsibility of the residency training pro- 
gram to furnish not only such broad orienta- 
tion but also long-term responsibility for 
professional correspondence regarding pa- 
tients, under thoughtful supervision(8). At 
the graduate level this phase of profession- 
al communication should constantly be 
stressed. The major responsibility for this 
part of training, wherever it exists, must be 
placed upon the faculty and not on the 
students. 

The two Ithaca conferences convened by 
the American Psychiatric Association to 
study both undergraduate and graduate 
psychiatric education, strongly supported 
the concept of a unitary approach to all ill- 
ness, and stressed the need for close col- 
laboration between psychiatry and the rest 
of medicine. They failed, however, to in- 
dicate specifically the need for good com- 
munication between psychiatrists and their 
medical colleagues, or the hazards inherent 
in the absence of communication. 

Again, in a recent publication, “An Out- 
line for a Curriculum for Teaching Psychi- 
atry in Medical Schools”(8), no mention is 
made of the need, in teaching psychi- 
atry to medical students, to stress the tre- 
mendous importance of communication 
between the psychiatrist, his medical 
colleagues, and the patient’s family. 

Where the young private practitioner 
seeks out and avails himself of the counsel 
of older colleagues, this problem can be 
and is being met. I have more than once 
witnessed a thorough and salutary change 
in a young psychiatrist’s professional situa- 
tion following a single discussion with an 
older colleague of a bad experience. 

However, many of these problems result 
not so much from ignorance as from person- 
al defensive attitudes of the therapist. If 
the work of the resident is closely super- 


vised in all phases of communication with 
relatives and other physicians, the presence 
of unresolved conflicts and unrecognized 
attitudes can be identified early, and 
proper perspective may be established as 
training continues. 

This is a deficiency of training that must 
be met jointly by all of us who practice 
psychiatry, in whatever role or situation, by 
good, consistent, personal and professional 
example. 

SUMMARY 


It is my conviction that direct and con- 
structive communication with all whose at- 
titudes affect the patient’s illness can 
ultimately bring about real improvement 
in the therapeutic efficacy of psychi- 
atry generally, effect a closer collaboration 
between the psychiatrist and his non-psy- 
chiatric medical colleagues, and notably 
increase the usefulness of the psychiatrist 
in the field of medicine. 
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THE SYMPTOMATIC RELIEF OF ANXIETY WITH MEPROBAMATE, 
PHENOBARBITAL AND PLACEBO * 


E. H. UHLENHUTH, M.D., ARTHUR CANTER, Pu.D., 
JOHN O. NEUSTAD'T, M.D. ann HENRY E. PAYSON, M.D.? 


The tranquilizing drugs have stimulated 
new interest in the problems of evaluating 
mild pharmacologic effects in a complex 
therapeutic situation. Studies of other psy- 
chiatric treatment methods at The Henry 
Phipps Psychiatric Clinic(1,2,3) showed 
that different types of psychiatrists achieved 
different therapeutic results. It seemed to 
us that the physician’s personal attributes 
might be an important factor in treatment 
with tranquilizing drugs as well. 

Therefore we designed a “double-blind” 
study with meprobamate, phenobarbital 
and placebo in a way to permit comparisons 
between the patients of 2 different psy- 
chiatrists. These physicians were selected 
to differ strikingly by certain specific cri- 
teria. Some further observations were made 
to determine what differences these doctors 
might actually show in their attitudes to- 
ward the treatment and their behavior 
with the patients. 


METHOD 


Part time clinic psychiatrists referred 
psychoneurotic outpatients with anxiety 
symptoms to the study.* A screening psy- 
chiatrist accepted 65 patients and excluded 
any with chronic brain syndrome, psychotic 
reaction, severe intellectual deficit or char- 
acter disorder, including alcoholism. 

Table I shows the experimental design. 
As patients entered the study they were 
assigned to Group A or Group B in such 
a way that sex, race and marital status 
would be equally distributed. It developed 
that the 2 groups also were similar with 
regard to age, diagnostic categories and 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Department of Psychiatry, The Johns Hopkins 
University School of Medicine, Baltimore 5, Md. 

3 This study was supported by research grants 
from Wallace Laboratories and The Squibb Institute 
for Medical Research. 

4 This study was under the general direction of Dr. 
Jerome D. Frank. We wish to express special ap- 
preciation for his guidance and encouragement. 


initial symptom checklist scores. Nine pa- 
tients included were considered schizo- 
phrenic or borderline after treatment 
began. 

Twenty-six patients in each group com- 
pleted treatment. One man and 5 women 
dropped from Group A before the end of 
treatment, and 5 men and 2 women 
dropped from Group B. The drop outs 
showed no other distinguishing features 
and were not included in the statistical 
analyses of this report. 

The 3 medications were used in the 
following doses: meprobamate 400 mg. 
q.id., phenobarbital 16 mg. q.id. and 
placebo q.i.d. Each patient received every 
medication for 2 weeks, and every medi- 
cation came first for one-third of each 
group. All patients received their first drug 
in green capsules, their second in pink and 
their third in yellow to permit discrimi- 
nation. 

It seemed best to use convenient, 
sharply defined criteria to select a different 
physician for each patient group. Certain 
contrasting patterns on the Strong Voca- 
tional Interest Blank met these require- 
ments, These patterns distinguished 2 types 
of psychiatrists with different therapeutic 
results in studies of other forms of psy- 
chiatric treatment(4). The 2 psychiatrists 
in the present study were chosen as clear 
examples of these contrasting types. 

Dr. A treated Group A, and Dr. B treated 
Group B. Each patient saw his psychiatrist 
4 times at biweekly intervals—at the begin- 
ning of treatment, between medications and 
again at the end. The interviews were brief 
(10-20 minutes) and directed toward com- 
pleting the progress report forms, in order 
to minimize non-pharmacologic therapeutic 
effects. 

Three measures were used to follow the 
patient’s clinical condition at each inter- 
view : the patient’s overall judgment (bet- 
ter, same or worse), the doctor's overall 
judgment and a checklist(5) of 45 symp- 
toms. All judgments were related to the 
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TABLE 1 
THe EXPERIMENTAL DESIGN 


No. of 
patients Drop 
completed outs 


Group Doctor 


(green capsules) 


Two-Week Periods of Medication 
II Ill 
(pink capsules) (yellow capsules) 


Al 3 


A2 
A3 


placebo 
phenobarbital 
meprobamate 


meprobamate 


placebo 
phenobarbital 


phenobarbital 
meprobamate 
placebo 


Bl 
B2 
B3 


placebo 
phenobarbital 


meprobamate 


meprobamate 
placebo 
phenobarbital 


phenobarbital 
meprobamate 
placebo 


patient’s condition at the first interview. 
The 3 measures for each interview were 
pooled. We considered the patient im- 
proved if at least 2 measures agreed in this 
judgment. Otherwise we considered the 
patient unimproved. It is important to note 
that these data gave no information about 
how much the patient improved. 

Another kind of data was collected to 
determine relatively how much each medi- 
cation helped the patient. At the end of 
the 6 weeks’ treatment, each patient and his 
physician separately ranked the 3 capsule 
colors for effectiveness. Ranks also were 
determined from the patient’s symptom 
checklist total scores. 


RESULTS 


First let us examine the data concerning 
only improvement, or failure to improve for 
the entire population of 52 patients. At 
the end of the 6 week treatment regimen, 
42 patients, or 81%, were improved over 
their initial condition and 10 were not. Pa- 
tients generally, therefore, tended to re- 
spond favorably to the total therapeutic 
regimen. 

Next we consider how many of the 52 
patients were improved at the end of their 
2-week period on each of the 3 medications. 


In each case, improvement was measured 
with reference to the patient's initial con- 
dition, before he received any medication. 
These results are shown in Table 2. About 
the same proportion of patients was im- 
proved with each agent. 

Now we may turn to the second type of 
data, showing how much patients improved 
with each drug in relation to the others. The 
Friedman 2-way analysis of variance by 
ranks was used to test the hypothesis that 
all 3 agents ranked equally effective in the 
entire population of 52 patients. This test 
indicated no significant differences in rela- 
tive effectiveness among the 3 medications, 
according to rankings by patients, doctors 
or checklists. 

In the total patient population, therefore, 
we were unable to demonstrate any sig- 
nificant differences in effectiveness among 
the 3 agents, either on the basis of the 
improved vs. unimproved data or on the 
basis of the rank order data. 

However, if we now analyze the results 
for each psychiatrist’s patients separately, 
some interesting trends begin to emerge. 
Table 3 shows how many patients in each 
doctor’s group of 26 were improved at the 
end of their 2-week period on each of the 
3 medications. Again, improvement was 


TABLE 2 


NUMBER OF PATIENTS IMPROVED AND UNIMPROVED AFTER 2 WEEKS 
oF TREATMENT WITH EACH AGENT 


Improved 


Unimproved 


Total 


Meprobamate 37 
Phenobarbital 37 
Placebo 33 


15 52 
15 52 
19 52 


* p values for Dixon-Mood sign test for paired observations. 
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A 
8 1 A | 
8 3 B 
8 1 B 
10 3 B 
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TABLE 3 


NuMBER OF PATIENTs IMPROVED AND UNIMPROVED IN Eacu Docrtor’s Group 
AFTER 2 WEEKS OF TREATMENT WITH EACH AGENT 


Improved Unimproved Total p* 
Meprobamate 15 1l 26 
DR. A’S GROUP Phenobarbital 18 8 26 ss 


Placebo 


16 10 26 


Meprobamate 
Phenobarbital 
Placebo 


DR. B’S GROUP 


22 4 26 01 
19 7 26 03 
17 9 26 


* p values for Dixon-Mood sign test for paired observations. 


related to the patient's condition before 
any medication. In Dr. A’s group, about 
the same number of patients was improved 
after treatment with each drug. In Dr. B’s 
group, more patients tended to improve 
with an active drug, meprobamate, than 
with placebo. 

This trend became clearer in the data 
showing relatively how much each agent 
helped the patient. The Friedman test was 
applied to the rank order data from each 
psychiatrist’s group separately. In Dr. A’s 
group, no detectable differences in relative 
effectiveness emerged. In Dr. B’s group, on 
the other hand, the test showed that there 
were differences among the medications. 

The relative effectiveness of the 3 agents 
was examined in detail by comparing pairs 
of drugs by means of the ranking data. 
Table 4A shows these paired comparisons 
for Dr. A’s group. Again no significant dif- 


TABLE 4A 


NuMBER OF PATIENTs IN Dr, A’s Group For WHom AGENT X was RELATIVELY 
BETTER, SAME OR WorsSE THAN AGENT Y 


Source of 


ferences in effectiveness among the 3 agents 
appeared, according to the patients’ rank- 
ings, the doctor's rankings and those de- 
rived from the symptom checklists. 

Table 4B shows the paired comparisons 
for Dr. B’s group. Meprobamate and pheno- 
barbital ranked equally effective, accord- 
ing to patients, doctors and checklists. Both 
active drugs, on the other hand, ranked 
significantly superior to placebo. (There 
was only one exception to this statement : 
the checklist rankings showed no significant 
difference between phenobarbital and pla- 
cebo. ) 

In summary, Dr. A’s patients responded 
equally well with all 3 medications, whereas 
Dr. B’s patients responded more favorably 
with the active drugs than with placebo. 


DISCUSSION 
How can one account for the differing 


X worse 


X better 


X same 


Agent X Agent Y data than Y a Y¥ than Y p*(X>Y) 
Patient 13 2 11 
Meprobamate vs. Phenobarbital Doctor 13 3 10 --- 
Checklist 9 5 12 — 
Patient 15 2 9 seca 
Meprobamate vs. Placebo Doctor 15 2 9 — 
Checklist 8 8 10 —— 
Patient 9 8 9 -—— 
Phenobarbital vs. Placebo Doctor 12 2 12 — 
Checklist 12 10 4 ae 


* Determined by the binomial of p for X=Y=¥. 
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TABLE 4B 


NuMBER OF PATIENTs IN Dr. B’s Group For WHom AGENT X was RELATIVELY 
Better, SAME On Worse THAN AGENT Y 


X better 
than Y 


X same X worse 
as Y than Y p*(X>Y) 


9 


Source of 


Agent X Agent Y data 


Patient 
Doctor 
Checklist 


Patient 
Doctor 
Checklist 


Patient 
Doctor 


Meprobamate vs. Phenobarbital 


Meprobamate vs. Placebo 


Phenobarbital vs. Placebo 


Checklist 


ake | ONE 


_ 


* Determined by the binomial of p for X=Y=¥. 


Note : One patient's rankings in Dr. B's group were not available. 


responses in the 2 groups of patients ? Both 
groups were similar in composition and 
were treated by similar procedures. Per- 
haps we should ascribe the differing results 
to chance. 

However, it is interesting to note that 
there were certain differences between the 
2 treating psychiatrists : 

1. As previously mentioned, the 2 psy- 
chiatrists showed contrasting patterns on 
the Strong Vocational Interest Blank. 

2. Dr. A was noticeably the younger in 
physical appearance, whereas Dr. B had 
graying hair and altogether a more fatherly 
air about him. 

3. Before the study began, both doctors 
wrote their opinioas of the 3 medications 
in the doses to be used. Dr. A did not ex- 
pect one agent to be more effective than 
another. Dr. B, on the contrary, expected 
some differences to appear, probably in 
favor of meprobamate. 

4. After the study was finished, the 2 
psychiatrists reenacted their method of in- 
structing patients on initial contact, with a 
member of the research team playing the 
patient’s role. Dr. A said something to this 
effect : “You can buy all 3 of these drugs 
in the drug store, but we don’t know for 
any one person which one helps the most. 
So we need to try out each one and see 
which helps you the most.” His manner 
conveyed a non-committal attitude. 

Dr. B said something like this : “We are 
interested in working with 3 drugs that 


help persons with problems like yours. And 
what we are interested in is which one 
helps you the most.” His manner conveyed 
a more hopeful attitude. The 2 physicians 
presented themselves differently to their 
patients despite the fact that they had re- 
ceived similar instructions before the study 
began. 

5. At the end of treatment, each patient 
selected from a list of 199 adjectives those 
which described his doctor. Patients prin- 
cipally used 31 positive adjectives to de- 
scribe both doctors. Most of these, as shown 
in Table 5, were checked more often for 
Dr. B than for Dr. A. On the words “help- 
ful” and “dependable” this difference 
reached statistical significance. 

The various observations about each psy- 
chiatrist are compatible and undoubtedly 
reflect his particular personality. On the 
level accessible to us, there is a striking 
correlation between what the doctor ex- 
pected from the medications and how his 
group responded to them. Dr. A expected 
no marked differences, and none appeared. 
Dr. B expected some differences between 
active drug and placebo, and they ap- 
peared. 

In this connection, we should like to 
point out that the “double-blind” design 
operated as planned. At each interview, the 
psychiatrist tried to guess what medica- 
tion the patient had just taken and was 
about to receive. Both doctors’ guesses 
were no better than chance. These observa- 
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No. of patient’s from 


Dr. A's Dr. B's 

Adjective group group 
1 agreeable 15 20 
attentive 17 15 
1 businesslike 15 18 
1 calm 21 18 
1 careful 12 16 
cheerful 18 16 
1 considerate 17 20 
1 cooperative 15 19 
1 2 dependable 12 21 
earnest 12 13 
1 easy-going 12 15 
friendly 21 21 
1 gentle 13 18 
18 helpful 13 23 
intelligent 21 20 


TABLE 5 


Apyectives CHosen By At Least HALF THE PATIENTS FROM EITHER 
Group To DescriseE THEIR Doctors 


No. of patients from 


Dr. A's Dr. B's 

Adjective group group 
1 kind 16 13 
level-headed 14 14 
likeable 16 16 
neat 12 13 
nice 16 14 
1 patient 13 18 
1 pleasant 16 19 
polite 17 17 
1 refined 13 10 
1 relaxed 16 10 
1 respectable 10 13 
sensible 14 14 
serious 14 15 
sincere 14 12 
1 trustworthy 9 13 
1 understanding 16 19 


Note : Data missing for one patient in each doctor's group. 


1 These words were chosen by at least 3 more patients from one doctor's group than the other doctor's 
group. Fourteen were applied more often to Dr. B, and 4 were applied more often to Dr. A. 


2 Difference between doctors significant, with p<.02 by chi square test. 


8 Difference between doctors significant, with p<.01 by chi square test. 


tions suggest that some of the physician’s 
expectations may influence his results even 
when he does not know which drug the 
patient is taking. 

The psychiatrist’s expectations may oper- 
ate in at least 2 ways. His expectation that 
drugs have like effects may raise his own 
and his patient’s perceptual thresholds for 
differences in effectiveness. His expecta- 
tion that drugs have different effects may 
lower these thresholds. 

In addition, the psychiatrist’s expectation 
may affect the patient's actual response 
to different drugs. The psychiatrist who 
expects differences is likely to show more 
interest. This may produce an emotional 
state in the patient which heightens his 
response to differences in pharmacologic 
effect. 

The results of this study may throw some 
light upon conflicts among earlier reports of 
controlled studies on the effectiveness of 
meprobamate. Koteen(6), for example, 
found that 400 mg. meprobamate and pla- 
cebo were equivalent. This corresponds to 


the result in Dr. A’s group in the present 
study. West and daFonseca(7), on the 
other hand, concluded that 400 mg. mepro- 
bamate and 65 mg. sodium amobarbital 
were equally effective and superior to pla- 
cebo. This corresponds to the result in Dr. 
B’s group in the present study. 

As noted before, some of the investiga- 
tor’s expectations regarding the effective- 
ness of a treatment may influence the re- 
sults, in spite of the “double-blind” design. 
Such different expectations may account 
for some of the conflicts among the results 
of controlled drug studies reported in the 
literature. 


SUMMARY 


Fifty-two pychoneurotic outpatients with 
anxiety symptoms were treated in a con- 
trolled clinical study with meprobamate 
400 mg. q.i.d., phenobarbital 16 mg. q.i.d. 
and placebo q.i.d. The patients were di- 
vided into 2 comparable groups of 26, each 
group treated by a different psychiatrist. 
In the combined population of 52 pa- 
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tients, no significant differences appeared 
in the effectiveness of the 3 agents. The data 
then were analyzed for each psychiatrist’s 
group separately. In one _psychiatrist’s 
group, the 3 agents were equally effective. 
In the other psychiatrist’s group, the 2 ac- 
tive drugs were equally effective, but 
superior to placebo. 

Differences in the expectations of the 2 
psychiatrists are discussed as a possible 
factor in these results, despite successful 
operation of the “double-blind” technique. 
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DISCUSSION 


Nathan S. Kline, M.D. (Orangeburg, 
N.Y.)—The excellent design of this most 
competent study made it possible to sepa- 
rate the drug effects from the “psychiatrist 
effect,” clearly demonstrating that both 
factors operate in obtaining therapeutic 
results. Recognition of the value of pharma- 
cotherapy should not obliterate the es- 
sential role that psychiatric attitudes and 
psychotherapy play in the treatment of 
patients. The effective demonstration that 
both of these factors are operative consti- 
tutes a real contribution to our field and 
opens the way for other valuable and 
interesting research. 
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THE CHARACTERISTICS OF THOUGHT DISTURBANCES AS 


RELATED TO ELECTROENCEPHALOGRAPHIC FINDINGS IN 


The thinking disorders of children are at 
the present time being examined and re- 
considered from many angles and for a 
number of reasons. First and most obvious, 
is the fact that there is more need for diag- 
nosis and treatment of disorders of behavior 
in children than ever before. The dis- 
ordered child or adolescent who cannot be 
cared for in his original home is presently 
being forced upon the clinics and institu- 
tions of this country in apparently increas- 
ing numbers. A second reason for this 
attention on the thinking disorders of chil- 
dren is that our present knowledge is such 
that diagnosis and treatment must be more 
exact and explicit than before; the third 
reason being the great number of clues and 
suggestions as to the dynamics of these dis- 
orders which await further investigation. 
In a series of 200 children and adoles- 
cents ages 7-16 admitted to a mental hos- 
pital during the past two years, an attempt 
has been made to analyze some of these 
factors. One problem, to be discussed here, 
is that of the differential diagnosis between 
the thinking disorders due to psychogenic 
factors and those resulting from the struc- 
tural cortical defects of brain injuries. 
Although the staff engaged in these in- 
vestigations does not believe that there 
are single etiologic entities such as schizo- 
phrenia or “psychopathic delinquent”, and 
although many signs of behavioral disorder 
are obviously common to several clinical 
behavioral categories, it is our belief that 
diagnosis, treatment and eventual prognosis 
of deviant behavior must depend upon ac- 
curate analysis of underlying charactero- 
logical patterns. We have attempted this by 
using information from various channels as 
related to the factor of organic brain dis- 
turbance in thinking disorders. This par- 
ticular analysis has, in actual practical ex- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Mental Health Research Inst., Fort Steilacoon, 
Wash. 
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perience, been necessary since, in the 85 out 
of 200 children who were considered as 
either schizophrenic or as showing patterns 
of preschizophrenic or schizoid thinking, 
there were 35 (41%) who were also suspect 
of organic brain disorder. 


METHOD 


The Mental Health Research Institute 
of the State of Washington is presently 
engaged in a multidisciplinary, longitudi- 
nal study of the factors underlying disorder 
of behavior in children and adolescents. 
The investigations are carried out by 6 
research units, psychiatry, psychology, 
neurophysiology, biechemisty, EEG, and 
social work, each of which examines each 
child. For the present report, the data on 
200 consecutive admissions to an adjacent 
mental hospital have been selected for ap- 
praisal. Their age grouping has been made 
according to maturational and behavioral 
patterns as shown in Table 1. There are 48 
subjects ages 7-12 ; 52, ages 13-14 ; and 100, 
ages 15-16. This represents the age distribu- 
tion now being admitted to hospital and 
covers about 18 months’ admissions, ending 
in February, 1958. 

The status of each of these 200 children 
has been evaluated as to whether or not he 
or she had evidence of thought disturbance, 
and of organic brain disorder. There are, 
then, 4 diagnostic categories to follow : 1. 
Thought disturbance ; 2. Thought disturb- 
ance with organic component; 3. Non- 
thought disturbance ; and 4. Non-thought 
disturbance with organic component. These 
4 categories were defined solely according 
to the following criteria. 1. Past history ; 
2. Clinical behavior and psychiatric ap- 
praisal by our staff ; and 3. Psychological 
appraisal as measured by our staff. None of 
the data obtained from either EEG or neu- 
rophysiological examination was used to 
place an individual in one of the above 4 
categories. 
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Tuoucut CaTEGcoRIES—EEG anp AGE 


Thought 


Non-thought 


non-org. 
Age No. %abn. 


org. 


No. %abn. 


No. 


all 
% abn. 


org. 


% abn. 


non-org. 
No. %abn.| No. 


13 
80 7 


18 
11 


7-12 5 


EEG Abn. 4 54 


6 24 


56 2 33 18 75 


12 
53 8 


27 
16 


13-14 15 
EEG Abn. 8 


18 


59 4 71 


22 5 


10 
6 


40 
14 


15-16 30 


EEG Abn. 8 26 


57 


28 13 +23 67 


35 
21 


85 
41 


All 50 
EEG Abn. 20 


40 


81 
19 


48 23 73 


Diagnostic categories were made as fol- 
lows : 

Thought disturbances were noted as eith- 
er definite or questionable. Elliptical or de- 
reistic thinking, loose association, and idea- 
tional perseveration were those attributes 
most commonly utilized from the psycho- 
logical test material to make the diagnosis 
of thought disturbance. Autistic behavior 
and delusional material obtained from the 
history confirmed a positive diagnosis of 
clinical schizophrenia in about 15% of cases. 
Those individuals who, from the above 
categories, were considered as showing 
definite symptoms of a true schizophrenic 
process were then designated as having 
definite “thought disturbance”. Those char- 
acteristics which might be called clinically 
prepsychotic or schizoid were designed as 
“query thought disturbance”. Therefore, 
in our study, “thought disturbance” or 
“query thought disturbance” lies in the 
field of schizoid or psychotic thought. 

Organic brain disturbance has been 
similarly used as a category having two 
grades. That of “organic” was given only 
when the individual had a history and 
clinical manifestations of the organic brain 
syndrome, in addition to positive psycho- 
logical findings. The most common causes 
of “organic brain disorder” were: 1. Birth 
trauma ; 2. Trauma, of such degree as to 
necessitate hospital care and, often, ac- 
companied by unconsciousness ; or 3. In- 
fection (“brain fever,” encephalitis, etc.). 
Nineteen of the 39 so designated had gross 
manifestations of organic brain disorder. 
Thirteen of these were epileptics and the 
rest had diverse symptoms, such as cerebral 


palsy, congenital aphasia, etc. The remain- 
ing 20 children, designated as “organic” 
and all those 30 called “query organic” 
showed no gross neurological abnormality. 
The reason for hospitalization in all 200 
cases was behavioral, rather than physical 
or “neurological.” 

Those 30 designed as “query organic” 
were so called because of (a) a history of 
organic disorder, or (b) a typical syndrome 
of hyperactivity, perseveration, short atten- 
tion span, and low frustration tolerance, to- 
gether with the signs in Bender-Gestalt and 
Wechsler-Bellevue tests usually considered 
as pathognomonic of organic brain dis- 
order, Eighty-one of the 200 had neither 
“thought disturbance” nor “organic brain 
disorder.” These patients, comprising clini- 
cally the neurotics and the sociopaths, were 
chiefly among the older ages 15-16. 

All the data related to past history of 
these patients were obtained from interview 
by our staff with one or both parents, and 
from information collected from agencies 
which had previously seen the subjects. 

The EEGs were recorded on a Grass 8- 
channel machine according to conventional 
methods. An Edin frequency analyzer was 
also used. Records were taken on each pa- 
tient at admission and at succeeding two- 
monthly intervals for the first 6 months, and 
every 6 months thereafter for as long as the 
patient remained in hospital. 


DATA 


Because of equivocal findings and diffi- 
culty in assigning etiologic factors to be- 
havioral syndromes as differentiated by 
history or by psychological patterns, an 
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attempt has been made here to compare 
the EEG findings with these diagnostic 
categories in an effort to discover whether 
a more accurate differentiation can actually 
be made between disorders of behavior re- 
sulting from psychogenic factors and those 
which relate to structural brain injury 
through the aid of the EEG; and to ex- 
amine the nature of the EEG pattern as 
related to behavioral pattern. The findings 
are presented in the following 5 tables. 

In Table 1 the 4 diagnostic categories 
have been compared for 3 age groups since 
behavioral patterns vary with the total age 
range. It will be seen that most of the 
organic disturbances lie in the youngest 
age group, while the oldest, ages 15 and 16, 
contains an overwhelming number of non- 
organic, non-thought disordered subjects. 
This is a factor of selection by admission 
sequence in this hospital. It is also common 
to other state hospitals where admissions of 
brain damaged adolescent children showing 
behavioral disorder are infrequent or ab- 
sent, but are very prevalent among younger 
boys. 

In the ages 7-12, 18 of 48 children were 
found to have a thought disturbance, and, 
of these, 13 showed signs suggesting organic 
brain dysfunction (Table 1). Of the 30 
having no thought disturbance, 24 were 
diagnosed as organic. Thirty-seven (79%) of 
the 48 cases ages 7-12 thus showed an 
organic syndrome. In contrast, at the ages 
15-16 only 13 of the 100 showed signs of 
organicity. By this age, pure thought dis- 
turbances without organicity had increased 
to 30% from 5 out of 48 (10%) in the ages 
7-12. The highest number of cases at 15-16 
(57%) appeared in the non-organic non- 
thought disturbance group. 

The percent of EEG abnormality within 
the age groups is, in spite of small num- 
bers, consistent with the shift from one 
age extreme to the other. Two facts deserve 
particular comment. First, the percent of 
EEG abnormality in the two organic groups 
runs consistently high, but that of the non- 
thought organics (73%) runs slightly higher 
than that of the organics with thought dis- 
turbance (60%). Second, the non-organic, 
non-thought disturbance group shows rela- 
tively littke EEG abnormality (23%) and is 
consistently low in the 3 age groups. But the 


non-organic thought disturbance group 
shows nearly twice the EEG abnormality 
(40%), and the percent of abnormality 
shifts from 4 out of 5 cases, ages 7-12, to 8 
out of 30, ages 15-16. That these diagnoses 
are not independent of age is demonstrated 
by a x? test of significance which yields a 
product of 72.87. With 6 degrees of freedom 
this is significant at the .001 level of confi- 
dence. 

It has been consistently shown, since the 
first article on the subject by Jasper, Solo- 
mon and Bradley(3), that behavior dis- 
orders in children are related to EEG ab- 
normalities which have been variously 
described as showing immaturity(2), in- 
stability(8), and paroxysmal qualities(1), 
although changes from the normal have 
not appeared among adults with behavioral 
difficulties to such degree(6). In this series, 
also, a factor contributing to EEG insta- 
bility and immaturity, ages 7-14, appears 
to be that of thought disturbance not or- 
ganicity. This is not present among any 
group of behavior deviants which do not 
show thought disturbances, nor among the 
cases, ages 15-16, with non-organic thought 
disturbances. 

Since our diagnostic categories, thought 
disturbance, organicity, etc., have been as 
carefully selected as possible, and since we 
believe they are defined in the same way 
for ages 7-12 as for 15-16, it is indicated 
here that some difference in EEG category 
may exist which makes the diagnosis of 
EEG normality or abnormality on different 
bases for the two age groups. 

It must be remembered that all EEG 
diagnoses are empirical: this type record 
appears among a normal population—this 
type does not. It must be remembered also 
that maturation plays a part in EEG pattern 
and that EEG stability, as shown by mini- 
mal reaction to overventilation or light 
stimulus, is associated with maturity while 
unstable records are associated with im- 
maturity and with disorders of behavior. 
In the past, anxiety has been the one single 
factor most apt to relate to EEG instability 
at all ages(6, 7). It is high among thought 
disturbances. 

In this series there are 87 cases ages 15- 
16 without organic components to their 
disturbances. Of these, 30 show thought 
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disturbances, the remaining 57, no thought 
disturbances. The EEG abnormality for the 
2 groups is 27% and 23% respectively, so 
that true EEG abnormality is not present 
to any more marked degree among one 
group than the other. When, however, the 
most stable EEG patterns, those with a 
high alpha index, were selected from the 2 
groups, there were only 2 (7%) among 
thought disturbances, but 14 (25%) among 
those without thought disturbance. Stability 
of pattern within this age group is, there- 
fore, nearly as marked here as in the 
younger ages. Below age 15 a true high 
alpha index, the “tuning form” regularity 
of pattern has never appeared among our 
sample. Nor have we ever seen a high 
alpha index appearing in a psychotic with 
thought disturbance at any age. 

In Table 2 a comparison is made between 
the findings of the definitely labelled cate- 
gories (thought disturbance and organic) 
and the “questionable” categories ‘(query 
thought disturbance and query organic). 
Here the query organic group differs 
markedly from the definitely organic in the 
percent EEG abnormality. But the addition 
of thought disturbance to query organic is 
associated with increased EEG abnormali- 
ty. The figures are too small for convincing 
analysis, this table being presented chiefly 
to indicate the distribution of the various 
categories within the series. 

In a previous analysis, we had found one 
group, within the ages 15-16, of 20 adoles- 
cents (18 of them girls) who had been 
described as having hysterical disorder pat- 
terns. These are not included in the cate- 
gory of thought disorder as defined for this 
paper, since their defect relates not to the 
schizoid patterns but to the labile and 


narcissistic thinking conventionally defined 
as hysteria. This group of 20 patients had 
no abnormal EEGs and, furthermore, had 
no indication of early onset of behavior 
disorder. All of its subjects did well in 
school and in their family community until 
relatively late in their development. It was 
thus suggested that a well-formed EEG 
might be related in some way to early nor- 
mal maturation of behavior. 

In Table 3, therefore, an attempt was 
made to discover whether age at onset of 
disorder had any relation to EEG abnor- 
mality. The 152 children of ages 13-16 were 
selected for analysis of early or late de- 
velopment of behavior disorder. The cri- 
teria used to indicate early or late develop- 
ment here are two ; the presence of reading 
disability, which must indicate a disturb- 
ance at least as early as the sixth year of 
life ; and the repetition of a grade in school, 
either early (grades 1 or 2) or late. In the 
entire 200 children 52% had repeated a 
grade in school, and 29% had repeated 
either first or second grade, or had never 
been placed in any regular school or grade. 
These facts have been used as indicating 
duration of overt disorder. Earlier data 
during the first 4 or 5 years of life have 
been found difficult to collect and often 
unreliable among the families of our 
population. 

In Table 3 there is evidence that the 
non-organic, non-thought disturbance group 
develops signs of disorder later than do 
the other groups, since nearly twice as 
many of this group (27%) repeat later 
grades than repeat grades one or two (152). 
But this is not borne out by incidence of 
reading disability, which is exceedingly 
high (41%) for this same group. The per- 
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Tuoucnt CATEGORIES vs. ORGANICITY 
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EEG abn. 


23 
67 20 87 


? Org. 
EEG abn. 


ll 
25 4 36 


Non-org. 
EEG abn. 


81 
41 18 22 


All 


115 


ta 

8 73 2 
a 6 38 14 
= 31 54 200 
q 


1959 ] 


MARGARET A. KENNARD 


915 


schoo] difficulty. 


cent of EEG abnormality is higher among 
both the organic groups than among the 
non-organic, but there is not much dif- 
ference between the percent EEG abnor- 
mality as shown by reading disability or 
early school difficulty and that of later 


Table 4 presents similar material for the 
ages 7-12 in which the majority of cases 
have some organic coloring. It demonstrates 


diagnosis of organicity. 


TABLE 3 


DuraTION OF ILLNESS AND EEG, Aces 13-16 


more clearly the tendencies shown in Table 
3: namely there is a strong correlation 
between the presence of organicity as di- 
agnosed here and both reading disability 
and repetition of first or second school 
grades. EEG abnormality again relates to 


Finally, (Table 5) we have attempted 
correlation between the frequency pattern 
of the EEG and thought disturbances, Us- 


N=152 


non-org. 


Thought 


org. 


Thought Non-thought 
non-org. organic non-org. organic all 
No. % No. % No. % No. % No. % 
Reading disability 338" 6 27 31 7 70 61 
EEG Abn. 7 ; 4 9 4 24 39 
Repeat grades 1 or 2 19 42 . ll 15 5 50 41 
EEG Abn. 9 = 4 3 3 19 46 
Repeat grades 3-8 15 33 7 32 20 27 4 40 46 
EEG Abn. 5 5 3 2 15 32 
All 45 22 75 10 152 
EEG Abn. 16 (36) 14 (63) 17 (23) 7 (70) 54 (36) 
TABLE 4 
DuRATION OF ILLNESS AND EEG, Aces 7-12 N=48 


Non-thought 
non-org. 


Reading Disability 1 8 3 20 
EEG Abn. 0 4 1 14 
No Reading Disability 4 5 3 4 
EEG Abn. 3 3 1 4 
Repeat grades 1-2 1 9 2 18 
EEG Abn. 1 6 2 14 
No grade repeated 4 4 4 6 
EEG Abn. 3 2 0 4 


Good 


TABLE 5 


EEG FREQUENCY ANALYZER PATTERNS 


Intermed. 


% No. % No. % No. % 
16 62 

Non-org 6 16 21 57 10 37 37 100 
Non-thought 

Org. 2 7 10 34 17 59 29 100 

Non-org. 24 46 18 35 10 19 52 100 
All 36 25 65 45 43 30 144 100 

EEG, pure N 14 38 19 51 4 Ie 37 100 

EEG, abn. 10 16 22 36 29 57 61 100 
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ing an Edin frequency analyzer and a 
routine developed previously(5), we have 
attempted to differentiate between those 
records having “good” and stable frequency 
patterns and those having “poor” and un- 
stable frequency patterns, allowing an “in- 
termediate” and moderately unstable pat- 
tern in between. From the frequency 
patterns of adults observed during the past 
6 years, we have come to recognize that 
the interrelations among frequency patterns 
of the various cortical areas are important 
in relation to total EEG pattern and per- 
haps to prognosis(5, 6). A frequency graph 
showing rates and amount of activity from 8 
different areas, 4 to a side, may show a tall 


and single peak (Fig. 1), or a wide spread 
of alpha rates, instead of a single dominant 
frequency, together with some theta or beta 
frequencies in an intermediate pattern (Fig. 
2); or the poor frequency pattern having 
little coordination among the various rates 
of the different areas, and wide bands of 
frequencies recording from a single region 
(Fig. 3). There are only 144 records which 
have had frequency analysis. These also 
represent consecutive admissions to the hos- 
pital but are the last three-quarters of the 
200 records. A frequency analyzer did not 
reach our laboratory until many months 
after the initiation of this project. 

Since, as shown above, a pure alpha 
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pattern appears seldom in the EEGs of 
thought disturbances it was felt that some 
differences in frequency pattern might also 
appear here. This, in fact, was found as 
shown in Table 5. 

The well-organized “good” frequency 
patterns appear to much the greatest de- 
gree in the non-thought, non-organic group. 
These are apt to be the older children who 
would be expected to have more normal 
alpha regularity, but on further analysis it 
appears that age alone could not ac- 
count for the 46% well organized fre- 
quency patterns lying in the non-thought, 
non-organic group, which is more than 
twice the percent appearing in any of the 
other three categories. There are, respec- 
tively, 53%, 48% and 33% of ages 15-16 in 


the good, intermediate and poor categories. 
A x? analysis of these data yields a figure of 
30.87 which is significant at the .001 level. 
This suggests a significant relationship be- 
tween diagnosis and frequency pattern ; 
however, as previously mentioned this rela- 
tionship is contaminated by the age variable 
which is itself related to diagnosis. 

Poor frequency patterns lie in greatest 
number (59%) among those cases having 
organic brain disorder without thought dis- 
turbance. The intermediate group contains 
the most interesting differentiation. Here 
about 60% of all thought disturbances relate 
to intermediate frequency pattern, whereas 
only 15% of thought disturbances show good 
patterns, and only 25% poor patterns. There 
is no difference between organicity and 
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non-organic here. This is in contrast to the 
findings of the non-thought disturbance 
group, where only 7% of the organic, as 
compared to 46% of the non-organic, lie 
in the good pattern group; while 59% of 
the organic and only 19% of the non-organic 
lie in the poor organizational patterns. 
Here, as in earlier data, thought disturb- 
ance per se would seem to be directly 
related to EEG dysrhythmia. 

Table 5 shows also the EEG diagnoses. 
Here the category “EEG abnormal” needs 
no explanation. That of “pure normal,” how- 
ever, does. Because many of the records 
of children and adolescents showed marked 
instability, although not true EEG ab- 
normality, they had been designated as 
normal but with either dysrhythmia or theta 


activity to some degree. These dysrhythmic 
or theta records have been subtracted from 
the normal count for the present purpose 
in order to leave a group of the most stable, 
the pure normal, for contrast with the ab- 
normal and least stable. It will be seen 
that only 36% of the records showing inter- 
mediate frequency patterns are abnormal, 
whereas there are 51% with good nommal 
activity. This latter group represent the 
records in which numerous alpha fre- 
quencies are intermingled. This can be only 
partly seen by inspection of the EEG rec- 
ord, but appears much more clearly with 
frequency analysis. The intermediate fre- 
quency category here can apparently dis- 
tinguish criteria related to both diagnosis 
and to EEG characteristics which cannot be 
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detected by the pure EEG, and which may 
be of use in our present attempt at con- 
firmation of the relationship of thought 
disturbance to organicity. 


DISCUSSION 


The data here presented in the preceding 
5 tables confirm many observations which 
have been made previously and suggest 
future investigations. There is not, how- 
ever, any evidence that the EEG by itself 
may be used as a clear-cut diagnostic tool 
for differentiation between the organic dis- 
orders of behavior and those of more com- 
pletely psychogenic origin. The indications 
which can be formulated here, from a 
rather small series of observations, are as 
follows : 

1. A diagnosis of organic brain disorder 
as obtained by evidence from the clinical 
history and behavior pattern has a strong 
positive correlation with EEG abnormality. 
As shown in Table 2, known organic brain 
disorder has a high incidence of EEG ab- 
normality (83%), which is, of course, to be 
expected from all we have known in the 
past. Suspected organicity, as shown by 
either slight or unconfirmed history of brain 
injury, plus either psychological or be- 
havioral pattern of similar diagnostic cate- 
gory, has also a strong EEG correlation but 
somewhat less (47%) than that of the 
known organics. Only 29% of all non-or- 
ganics show EEG abnormalities. 

2. When thought disturbance, query 
thought disturbance and non-thought dis- 
turbance categories are compared it ap- 
pears that thought disturbance per se must 
weight the EEG pattern toward the abnor- 
mal (Table 1) since there is a difference 
here between the thought (40% abnormali- 
ty) and non-thought (23%) groups when 
neither has an organic component. Here 
a second factor related to EEG abnormality 
appears, namely age. Although the num- 
bers are small, the evidence is that thought 
disturbance in the younger ages is posi- 
tively related to a trend toward EEG ab- 
normality. This substantiates previous ob- 
servations that abnormal EEG patterns are 
present to higher degree among children 
with disorders of behavior than among 
adults. These data give additional evidence 
that, even at the older ages, when EEG 


pattern has become stabilized, there is a 
relative instability among the thought dis- 
turbance records when compared to those 
of the non-thought disturbance group. 

3. The patterns shown by EEC fre- 
quency analysis add information here 
(Table 5). Thought disturbance, either 
non-organic or organically,related, shows 
meaningful correlation with the intermedi- 
ate pattern disturbance of the EEG when 
compared with non-thought categories. 
Poor organization of inter-area frequency 
patterns, however, correlates more strongly 
with organicity, particularly with the pure 
organic disturbances which show no ac- 
companying thought disorder. Good or- 
ganization tends to relate to non-thought 
and non-organic. The differentiation here 
is possibly more meaningful than that made 
by EEG abnormality alone. 

This last fact is probably to be expected 
for the following reasons. Instability of 
pattern is a factor of age, or lack of age, 
since it is known that, normally, young chil- 
dren show great lability of EEG as com- 
pared to older ones. The outstanding 
characteristic of the EEG abnormality re- 
lated to disorders of behavior is that of 
increased instability which is generalized, 
but more related to the later-developing 
rhythms of frontal areas than to those from 
other regions. This instability of pattern is 
always related to multiple frequencies. 
Thus, a high alpha index, a pure alpha rhy- 
thm at 10 per second, is well known to be 
that of the most stable sort, while a record 
combining theta with alpha frequencies is 
relatively unstable. The intermediate stage, 
as shown by the frequency pattern, depicts 
multiple frequencies during a single record- 
ing from a single area, and multiple fre- 
quencies from different areas as well. In- 
stability of pattern is thus indicated. Since 
we have shown previously(6, 7) that this 
type of record in adults, who are without 
any sign of organic brain disorder, has a 
positive relation to schizophrenia and to 
poor prognosis, the multiple-frequency, 
unstable, intermediate pattern of these chil- 
dren may be also so related. 

4. Speculation as to primary etiological 
factor is, of course, tempting at this point. 
Do the thinking disorders result from dis- 
organization of cortical capacity; do the 
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disordered frequency patterns follow condi- 
tioning process which may be primarily 
psychogenic, as suggested by Morrell’s 
work with monkeys(9, 10) ; or are the two 
merely part of a more diffuse distortion of 
maturational process ? 

It is said that the majority of EEG 
workers have ‘extraordinary and peculiar 
EEGs. It is known that many of us carry 
abnormal EEGs with relative ease through- 
out our “normal” lives. It is doubtful, from 
what evidence we have, that stability of 
pattern changes from one extreme of age to 
another within a single ordinary person. 
This is borne out, to a minor degree, by 
our rather short-term observations here. A 
number of children, in the hospital through- 
out the 2 years of our work period and at 
the ages 12-14, have shown no basic change 
in type of EEG over this period. Frequency 
patterns, however, which are possibly more 
sensitive, have shown changes, either from 
the intermediate to poor type or vice versa. 
The study of any possible correlation be- 
tween these changes and behavior will be 
carried out during the next few years. 

5. Finally, from the data we must emerge 
with the obvious deduction that our diag- 
nostic category of organic brain disturbance 
has a strong positive correlation with EEG 
abnormality in all children whether they 
have other organic correlates such as epi- 
lepsy or only the behavioral characteristics 
of the chronic brain injury. Furthermore, 
those children having 2 diagnostic cate- 
gories, that of thought disturbance and of 
organic brain syndrome, have indication 
also of disturbed EEG. In the younger age 
group particularly, our indication is that 
organic brain injury and autism or schizoid 
thinking patterns are strongly related not 
only as gathered from the history but also 
from the EEG. A recent article by Kawi 
and Pasamanick(4) reports a positive cor- 
relation between reading disability in chil- 
dren and a history of possible injury in- 
curred during birth or pregnancy. It 
suggests a continuum of signs of organicity 
extending from the grossly brain injured 
child with spasticity, or other signs of cer- 
ebral palsy, through to the children show- 
ing only behavioral patterns, among which 
would be that of reading disability. It is 
possible that, with further analysis, the 


EEG may be found to aid in the differentia- 
tion of the values within this continuum. 


CONCLUSION 


It may be concluded from the above data 
which have been accumulated through the 
multidisciplinary examination of 200 chil- 
dren ages 7-16 who were patients in a 
mental hospital that organic brain dis- 
orders, as shown by history and by be- 
havioral patterns, have a strong positive 
correlation with EEG abnormality (83%). 
This, of course, is to be expected since 
known structural defects of the brain have 
always been discernible Ly EEG. In the 
present cases, however, since the children’s 
disorders were primarily behavioral, and in 
most instances without organic neurological 
signs, the high incidences of EEG abnor- 
mality is of interest. Thought disturbances, 
as defined above, when occurring in chil- 
dren with no sign of organic brain dis- 
turbance, showed 40% of EEG abnormality 
as compared to 23% abnormality among 
children with non-organic, non-thought 
disturbance syndromes. This fact also fits 
into previous knowledge, since there has 
always been a high incidence of EEG 
abnormality found among young schizo- 
phrenics. The EEG abnormality among 
children with thought disturbances has 
further been shown to be one of dysrhyth- 
mia and instability. This is the result of 
multiple frequencies occurring during a 
single recording and from a single area. 
Theta and beta wave rates as well as 
irregular frequencies within the alpha band 
can be seen on frequency analysis. Thus a 
multiple frequency pattern here replaces 
the more stable normal single alpha fre- 
quency. 
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DISCUSSION 


Douglas Goldman, M. D. (Cincinnati, 
Ohio. )—Dr. Kennard has presented interest- 
ing data relating disturbances of “thought 
function” to EEG characteristics. This is a 
field that has long served to frustrate EEG 
investigation whether psychologically or 
clinically oriented, in adults or in children. 
A few reports, to which Dr. Kennard refers, 
have shown some important relationships to 
behavior and therefore presumably to 
thought processes of EEG deviations. It is 
a curious fact that most previous investiga- 
tors have given up this particular pursuit 
after an enthusiastic beginning. 

Dr. Kennard has properly focused atten- 
tion on results of psychologic tests to de- 
termine presence of “thought disturbance,” 
but it might have been desirable to relate 
more specific deviations, rather than the 
relatively poorly defined “schizophrenic 
process,” a generalization of unstable mean- 
ing, to the EEG. Likewise the definition of 
the EEG abnormality in sharper terms 
simultaneously could possibly be more re- 
warding in producing correlation. Dr. Ken- 
nard makes a beginning of this with her 
analyser data. 

We would all like to subscribe to the 
faith that deviations of thought processes 
(which must in human beings result in 
adaptive deviations and failures) are the 
result of deviations in brain function, and 


therefore should be subject to recording 
with the EEG. The only difficulty is that in 
the intact human being we have only the 
scalp electrode to depend upon. In recent 
years depth recording has given us clues 
and hints that much turmoil exists sub- 
cortically, noi available to usual recording 
techniques with scalp electrodes. Dr. Ken- 
nard’s attempt to establish relationships 
deductively from available data is there- 
fore a worthy one, which must be con- 
sidered at least partly successful. 

In our experience the relationship in the 
younger, so-called schizophrenic child be- 
tween illness and EEG abnormality is 
practically linear ; almost all observations 
indicate the organic background (defined 
broadly to include physiological and ana- 
tomical changes ). The compensatory adap- 
tive nature of the growth process can be 
seen in long term observations to include 
the “covering” of abnormalities of the EEG 
by the dominating adult rhythms as the 
brain matures. This has long been recog- 
nized for petit mal disorders, but over- 
looked for other changes. Dr. Kennard’s 
data here would clearly indicate such an 
interpretation since in her older age groups 
the percent of EEG abnormality is lower in 
all categories, even the organic. Here her 
use of the concept of “pure alpha,” and the 
use of the analyser help to demonstrate the 
possible presence of such suppressed patho- 
logic activity. I would suggest that the 
pentothal activating technique would also 
produce useful data in this age group. 

The progress in improving our knowl- 
edge of psychologic-physiologic relation- 
ships is necessarily slow, but it will be by 
diligent, persistent work like this study of 
Dr. Kennard’s that we shall approach the 
necessary goals. 
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PSYCHOGENIC HYPERSOMNIA * 
NORMAN P. GOLDSTEIN, M.D., anp MARY E. GIFFIN, M.D.” 


In this paper we wish to call attention to 
a syndrome of paroxysmal diurnal hyper- 
somnia reflective of emotional disturbance. 
During the past 2 years we have evaluated, 
neurologically and psychiatrically, 12 pa- 
tients in whom hypersomnia was a symptom 
of otherwise uncontrollable anxiety. The 
majority of these patients had been diag- 
nosed at one time or another as narcoleptics, 
yet their histories were not typical of that 
condition as reviewed by Yoss and Daly(1). 
In contrast to the short, refreshing, albeit 
inappropriate sleep of the narcoleptic, our 
patients drowsily fell into an inappropriate- 
ly timed sleep which was often of long 
duration and from which they awakened 
“as tired as before.” Their nocturnal sleep 
was often disturbed, in contrast to the deep 
nocturnal sleep of narcoleptics, and there 
was little if any joie de vivre. Their his- 
tories were vague, often rambling, and 
characteristically there were recitals of 
somatic complaints beyond that of sleep 
episodes. With minimal questioning about 
sources of worry these patients sponta- 
neously offered personal and social histories 
compatible with anxiety states, depression, 
and dissociative conditions. 

In all of these patients hypersomnia can 
be seen as a symptom arising at times of 
conflict, particularly when an active de- 
cision was indicated. The ability to fall 
asleep served to remove the conscious per- 
son from his observation of this need for 
action, restoring a temporary state of emo- 
tional homeostasis. The conflict situation 
provoking rage was met by the individual’s 
becoming physiologically unavailable. In 
5 of the cases the symptom seemed to be 
in the nature of an undoing defense against 
anxiety in an obsessive-compulsive person- 
ality. In 3 the sleep seemed to be more in 
the nature of a dissociative response in an 
hysterical individual. 

From the theoretical point of view, hy- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Mayo Clinic and Mayo Foundation, Rochester, 
Minn. 
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persomnia represents a regressive maneu- 
ver. With the increasing interest in psycho- 
somatic disorders, there has arisen enhanced 
concern about essentially narcissistic dis- 
turbances. It is generally agreed that in 
patients with psychosomatic ailments part 
of the body becomes invested with emo- 
tional energy previously tied in object 
relationships. Many authors consider the 
somatic dysfunction as a regressive attempt 
to restore relationships, unable to be sought 
directly by this individual. The wish to 
eat, the wish to be eaten and the wish 
to sleep, Lewin’s oral triad(2), are to be 
remembered in attempting to analyze the 
psychologic meaning of hypersomnia. 
Whatever the psychologic meaning and 
value of the symptom, the differential diag- 
nosis of patients with psychogenic hyper- 
somnia from those with narcolepsy is 
important since therapy is along entirely 
different lines. Pharmacotherapy is indi- 
cated in narcolepsy(3). In contrast, the 
use of cerebral stimulants in psychogenic 
hypersomnia has not been rewarding. In 
our opinion the treatment of functional 
hypersomnia should follow psychothera- 
peutic lines. This approach may be limited 
to an analysis of the precipitating factors 
or elaborated to the intensity and scope 
of interpretive psychotherapy. Recently 
Smith(4) called our attention to his report 
of a case of psychogenic hypersomnia ; his 
paper includes a review of literature. 


REPORT OF CASES 


Case 1.—Typical of the diagnostic problems : 
17-year-old boy whose complaints were nasal 
obstruction, spells of falling asleep, and a faint 
feeling upon exertion or laughter. The initial 
medical impression was that of narcolepsy. 
Elaboration of the nasal complaint, and ex- 
amination, permitted a diagnosis of vasomotor 
rhinitis. Clarification of the other symptoms 
revealed fatigue, dizzy spells, insomnia and 
diurnal sleepiness. Particularly during the im- 
mediately prior summer months he had felt 
lazy and sleepy ; in contrast, however, during a 
9-day fishing trip he fell asleep not once and 
had 10 hours of sleep at night and plenty of 
energy and enthusiasm. Upon returning home 
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he continually fell asleep, felt dizzy if he 
exercised, noticed a feeling “as if there were 
a hand on my forehead which I had to brush 
away.” The diurnal sleepiness often lasted as 
long as 4 hours, was characteristically pre- 
ceded by drowsiness, and was not associated 
with nightmares, hypnagogic hallucinations or 
sleep paralysis. Methylphenidate (Ritalin) 
hydrochloride in the dosage of 20 mg. twice 
a day “awakened him thoroughly” but seemed 
to enhance his depressive affect ; he verbalized 
phobic concern about developing cancer, a 
worry present since the time his maternal aunt 
died of a brain tumor 9 years previously. 

Psychiatric evaluation revealed a boy barely 
maintaining hold of overwhelming hostility 
toward a rejecting, tormenting and brutal 
father. The situation had been made worse by 
the death of a favored sibling 8 years pre- 
viously caused by the father’s careless driving. 
Since that time the patient had felt increasingly 
rejected by, and angry at, the father, on 
occasion accusing him of having wished that 
he, the boy, not his sister, had died. The pa- 
tient’s father had become even more stub- 
born, resistant and brutal to the boy since the 
death of his own father 3 years previously. 
Prior to that time the dominating grandfather 
had kept the patient’s father submissive. Spon- 
taneously, in the third interview, the boy said, 
“I hate him—but I wouldn’t kill him”—then 
fell sound asleep. His associated dream was of 
a herd of stampeding horses that were telling 
him to go ahead and kill him, then a white 
screen, with a feeling of calm and equanimity 
on awakening. 

During the school year the patient had 
been able to separate himself from his father 
by activities of a sublimating type, but during 
the summer when he had been thrown to- 
gether with the father there was increase of 
depression and anxiety. It seemed that his de- 
fense against acting out his rage was the de- 
velopment of hypersomnia. The Rorschach ex- 
amination indicated that basically the patient 
was of an obsessive-compulsive nature. There 
was some indication of inappropriateness in his 
responses, particularly to sudden affective 
stress, but in his other projections he was 
rigidly guarded and gave evidence of brittle 
ego structure. 

A diagnosis of psychogenic hypersomnia 
was made. Five interpretive psychiatric orien- 
tation sessions were carried out with some 
gaining of intellectual insight. Plans were made 
for the patient’s enrolment in a university 
away from home where psychotherapy would 
be available if necessary. In this instance the 


hypersomnia served as an undoing of the ob- 
sessive urge to kill. 


The following 4 patients seen diagnosti- 
cally presented similar problems. All were 
obese, all were obsessive-compulsive in 
makeup and all were panicked by erupting 
anger. 


Case 2.—A 47-year-old dentist complained 
of hypersomnia of 3 years’ duration. His life 
pattern was one of startlingly passive compli- 
ance, first to a dominating mother, and then 
for 18 years to his wife whom he married 
because he “didn’t know how to say ‘no’ to 
her proposal.” Equilibrium had been main- 
tained by 10 months of geographic separation 
each year, monthly weekends together being 
associated with thoughts of divorce; in 18 
years he had always resolved his anxiety about 
making a decision by taking the train or 
plane away from his wife. A sexually satisfying 
relationship with a 17-year younger woman 
increased his conscious anxiety and anger 
against his wife who “didn’t seem to under- 
stand his wish for divorce,” and visits home 
had become characterized by falling asleep 
in the presence of his 16-year-old daughter and 
her mother. In contrast, hypersomnia was 
not present when he was with his paramour. 


Case 3.—A 50-year-old unmarried woman 
complained of constant drowsiness, sleepy 
spells and fatigue of 5 years’ duration. There 
was also a 25-year history of chronic regurgi- 
tation. The patient was a self-sufficient, self- 
contained, driving person who had never 
actually related meaningfully to anyone, al- 
though she had been functioning quite well 
on a superficial level. She spent as much as 
19 hours a day working as a self-effacing book- 
keeper, attempting to please a boss who was 
rarely appreciative and commonly critical. 
Her work pattern was typically perfection- 
istic, her pride was in the rareness of errors, 
yet she felt inadequate in the face of young 
help and new machines. There was evidence 
of an underlying depression, related to pro- 
motion of a young college-trained comptom- 
etrist. When it was suggested that perhaps she 
could discuss her feelings with her employer 
she flatly stated that she would quit rather 
than risk her boss’s anger. This passive retreat 
however brought symptomatic improvement, 
the drowsy withdrawal being unnecessary in a 
new environment. 


Case 4.—A 53-year-old lawyer suffered not 
only from intermittent sleepiness of 3 years” 
duration but also from concomitant anergia 
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and generalized weakness. He wanted to sleep 
all the time, saying that he felt “dead tired.” 
He slept fairly well at night but when awak- 
ened in the morning he still felt tired. He 
ascribed his nervousness to a hurried and 
exhausting trip to see his son, a dentist in the 
Navy. Upon his return he lost two cases in 
court. He consciously feared the retaliation 
of his clients. Following this he became so 
nervous, tired and sleepy that he had to go 
home and to bed at 10 o'clock in the morning. 
Prior to that time he had been very successful 
as a court attorney and could not understand 
why his clients had received these unfavorable 
verdicts from the judge. He became discour- 
aged and felt that he was having a “nervous 
breakdown.” During this time there was de- 
crease in libido and some feelings of mild 
depression. 

It became clear that he was unable to tolerate 
his anger at the court and at his son’s success, 
a son who had been helped through dental 
school in a manner he himself had longed for. 
In typically compliant fashion he agreed to 
seek further psychiatric care at home, yet a 
letter 21 months later depicted symptomatic 
improvement “through personal will power” 
by throwing “off and out of my thinking many 
of my problems.” 


Case 5.—A 30-year-old minister’s presenting 
complaint was that of suicidal depression con- 
sistenuly associated with an ability “to sleep 
and forget.” The presence of the latter symp- 
tom was interpreted as reflective of an un- 
usual ability to dissociate affect and was of 
concern to the examiner, who sought but could 
not find other evidences of schizophrenia. For 
8 months this patient was seen once weekly 
in the hope that a supportive treatment pro- 
gram would assist the natural course of the 
disease toward a remission. During this time 
unavailing efforts were made toward correlat- 
ing depressed feelings with anger but the de- 
pression merely deepened and the patient, 
though able to continue working, became less 
spontaneous and almost mute in the therapy 
hours. 

In an effort to enhance treatment the pro- 
gram was increased to twice weekly with no 
improvement. The couch technic with 4 ses- 
sions a week was then used. Gradually the pa- 
tient withdrew during his treatment hours, 
to the point of falling sound asleep on a day 
when he was angry with the therapist about 
a forgotten appointment. At this point the 
couch technic was abandoned, but 4 sessions 
per week were continued, in a vis-a-vis rela- 


tionship, with the therapist assuming a very 
realistic, active role. 

Gradually, some 3 years after the beginning 
of treatment, it became clear that lack of con- 
centration, sadistic sexual fantasies, and falling 
sound asleep were defenses used whenever 
minute amounts of anger began coming to 
consciousness. In this patient the ego was so 
infantile and easily threatened as to need 
powerful defenses in the presence of the 
smallest amount of anger. Even months after 
this pattern had become clear, when the 
therapist had become very active in comment- 
ing on the slightest sign of sleepiness, the 
patient continued to use this defense, particu- 
larly in the handling of transference anger. 
Typical was his droop-lidded, slow-talking, 
blank-looking appearance at the beginning of 
a particular treatment hour. With the great- 
est of effort it finally came into words that he 
was angry with the therapist and afraid that 
she would soundly criticize him for death 
wishes toward the infant son of a professional 
competitor. When the genesis of his death 
wishes was formulated in relationship to his 
passive longing for a father, and when he 
finally accepted the therapist’s understanding 
of this, he could then in retrospect face the 
anger about the mother-transference response 
he had expected. In this case the sleepy pat- 
tern was clearly seen as an identification with 
the impotent, schizoid, incompetent father 
whose only defense against the patient’s driv- 
ing, chameleon, and deceitful mother had been 
that of geographic withdrawal or sleep. 


Sometimes the hypersomnia is an accom- 
paniment. of headache, irritable bowel or 
other somatic expressions of tension, as in 
the following typical case. 


Case 6.—A 32-year-old salesman had suffered 
from tension headaches for 16 years. For 3 
years this symptom had been worse and he 
noted increasing sleepiness such that he would 
often spend the entire afternoon in bed. His 
job of door-to-door selling presented unusual 
problems to him since he became highly in- 
dignant and irrationally angry about any sem- 
blance of nonacceptability. He was neuroti- 
cally engaged in minority-group activities and 
was painfully aware of his physiognomy. For 
years he had noted headaches on days of 
minimal selling ; discussion clarified his feel- 
ings that refusal to buy his product was 
interpreted as rejection of him as a Jew. In- 
creasing'y he had wishes to give up this 
self-employment. Discussion with him of ten- 


: 
4 
— 
‘ 
; 


1959 ] 


NORMAN P. GOLDSTEIN AND MARY E. GIFFIN 


925 


sion factors culminated in his decision to find 
a different means of livelihood. 


Among patients with dissociative spells 
the presenting complaint of sleepiness may 
be clarified to include episodes in which 
the patient feels “separate from others” or 
even “like two people,” as in the following 
case, 


Case 7.—-An unmarried, unemployed physi- 
cist complained that he had experienced undue 
sleepiness for 16 of his 33 years. He had been 
graduated from college 4 years prior to his 
examination here, but had yet to find employ- 
ment because of fear of falling asleep. 

This man had always been shy, uncompeti- 
tive and withdrawn from his parents and 7 
siblings. When company visited he hid in the 
attic, hoping that one of his parents would 
seek him out, but they never did. His present- 
ing symptom developed 1 month following 
graduation from high school, while driving 
with 3 boys on a short vacation. One of these 
boys had been a competitor for a scholastic 
honor which our patient had won, and there 
had always been unspoken envy and anger 
between them. 

Following high school he entered military 
service, then at the age of 25 returned to col- 
lege, receiving the degree of Bachelor of 
Science in physics. Following graduation, he 
had unsuccessfully tried on two occasions to 
get a job after which he went to live with 
his younger sister and her husband. 

He was aware that for many years he had 
a rich fantasy life, which included sexual 
relationships with sisters, mother and the 
Virgin Mary. The thought content of his dis- 
sociative spells, however, included aberrant 
behavior with men, usually fellatio. The com- 
plaint was considered to be incompatible with 
the diagnosis of narcolepsy since the episodes 
came on slowly and often occurred while he 
was walking or working ; frequently he would 
continue to carry out the same activities while 
“asleep.” Rather than narcolepsy, it seemed 
that these were dissociative episodes and psy- 
chogenic hypersomnia. 


Sometimes the hypersomnia is associated 
with symptoms of conversion hysteria as 
noted in the following case. 


Case 8.—The initial complaint of a 13-year- 
old girl was hypersomnia but her family’s 
greatest concern was that of a personality 
change. Numerous conversion symptoms in- 
cluded facial grimacing, unsteadiness, blurred 
vision and indistinct speech. Following a 


family move across country, the girl slept 
almost constantly during the day, yet very 
little at night ; she was depressed and irritable. 

Psychiatric inquiry confirmed the impres- 
sion of a defiant, sullen child, completely out 
of parental control. Always sulky and moody, 
she had now become demanding and “com- 
pletely unreasonable.” She withdrew from 
people and centered her attentions on a 
horse. The patient had no friends nor interest 
except riding her horse. She was constantly 
fighting with the mother, whom she accused 
of stuffing her to make her fat. The father 
stated that the patient was “egotistic, unde- 
pendable, immature, selfish and inconsiderate 
—just ‘like her (paternal) grandfather.” He 
felt that her continued antagonism was des- 
troying the harmony in the home and con- 
sidered sending her to a boarding school. The 
father characterized the two younger chil- 
dren as being “perfect” while the patient was 
a problem. Because of his situation in the 
Army, they moved every 2 or 3 years and 
the child had seemed to be finally adjusting 
herself when in August, 1956, they were 
assigned to a new post. 

The neurologic consultant noted that the 
history suggested narcolepsy, and there was 
also a history of occasionally falling to the 
ground upon laughing. 

It was decided to treat this patient with 
methylphenidate since there was the possi- 
bility of narcolepsy, although the personality 
changes seemed to be above and beyond that 
expected from narcolepsy. At first the patient 
seemed to show some improvement on taking 
methylphenidate and a letter from her attend- 
ing physician in January, 1957, stated that 
there had been some improvement in gait, 
speech and alertness, although she was still 
extremely nervous and felt as if she wanted 
“to explode.” Following initial improvement, 
however, the child’s condition deteriorated 
to the point of requiring psychiatric hospital- 
ization. 


Phobic symptoms are sometimes pre- 
dominant, as in the following case. 


Case 9.—A 42-year-old housewife presented 
the complaints of sleepiness and fatigue which 
were part of a phobic neurosis. She was sub- 
ject to violent episodes of rage, bulimia, crying, 
feelings of suffocation, fear of being alone and 
preoccupation with her state of health. These 
symptoms had developed during her only 
pregnancy 8 years previously. In 1951 she 
spent 6% weeks in a “rest home” because she 
was afraid she was “losing her mind.” Seven 
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electroshock treatments over a 2-week period 
gave no improvement. The patient discussed 
her symptoms in a very dramatic, histrionic 
way. 

During the seventh month of pregnancy 
she had begun to feel sleepy all the time, 
staying in bed for the whole day for 2 weeks. 
She was thought to be “anemic” but treatment 
for this condition gave only temporary relief 
until the baby was born. Following delivery 
she again became drowsy during the day, yet 
had difficulty in sleeping at night. Her insom- 
nia was not the result of difficulty in falling 
asleep as much as in awakening shortly after- 
ward. When she would awaken 3 or 4 times 
during the night she would feel terrified and 
starved, would eat and then go back to sleep 
a half hour later. When the sleepiness subsided 
for a few days at a time, it was replaced by 
feelings of depression and “hysterics” during 
which she would “cry like mad.” This patient 
would sleep for 8 to 9 hours at a time and 
would fall asleep during a show or during 
other social activities. 

A diagnosis of psychoneurosis with psycho- 
genic hypersomnia was made and the patient 
was advised to seek psychiatric treatment at 
home. Subsequent correspondence revealed 
consideration of hypnotherapy, but no defini- 
tive psychiatric treatment. 


In some cases the hypersomnia is less 
frequent but more profound, representing 
an intermittent regression from the de- 
mands of an overwhelming environment, as 
exemplified in the following case. 


Case 10.—A 36-year-old married nurse com- 
plained of sleepiness but in fact she had func- 
tioned with unusual alacrity, requiring no 
undue sleep except during her mother’s ter- 
minal illness; then after days of giving ade- 
quate nursing care to her mother she would 
sleep for as long as 20 uninterrupted hours on 
3 to 5 successive days. Three years after the 
mother’s death when she was 35 she married 
for the first time. Six months after marriage at 
a time when it became clear she would have 
to continue working in order to support her 
widowed father, the sleepy periods returned. 
The patient had to drive to work and was 
afraid of falling asleep while driving. She felt 
resentful about having to work after her mar- 
riage. Yet she could not express any anger 
because she had an “insane temper.” Once, 
during nurse’s training, she threw a pair of 
scissors at a girl in an effort to kill her. Fol- 
lowing this incident she had become extremely 
fearful about showing any signs of anger. She 


could not talk to her husband about her desire 
to give up her job and stay at home, but instead 
used her excessive sleepiness as an excuse 
for her inability to drive to work. When this 
was discussd with her she decided that she 
did not want further psychiatric consultation 
but instead would try environmental manipu- 
lation. She indicated that she would talk to 
her husband about these feelings, give up her 
job and “be a wife.” 


At times there is a hypersomnic folie a 


deux as in the following case. 


Case 11.—A 25-year-old teacher had had 
intermittent diurnal hypersomnia for 4 years, 
since her engagement to a 36-year-old “per- 
fectionistic, honest, thrifty but not stingy” 
mounted policeman. The couple had been 
married after a courtship of 1% years during 
which time “he worked very hard,” so much 
so that he slept every time he came to see 
her. They had become engaged about 6 months 
before marriage and at the same time the 
patient’s symptom of hypersomnia developed, 
which became worse after marriage. They 
had intercourse two or three times a day and 
the rest of the time together was spent sleep- 
ing. She started taking amphetamine 1 year 
before coming to the clinic and was able to 
stay awake in the evening, but her husband 
continued his pattern of sleeping. She was not 
able to talk with him or “get to him” in any 
way. 

Their only outside activities were curling 
and an occasional movie through which the 
patient slept. She said her only satisfaction 
from marriage was intercourse. She wanted 
children but did not think her husband liked 
them. Lately the patient had thought of di- 
vorce because her husband was always criti- 
cizing her, apologizing for her in public, and 
was disinterested in making friends. She had 
married her husband because “in a town of 
half Indians he was the best that was avail- 
able.” In each of these marital partners, 
sleep was clearly used as a defense. 


Case 12.—During the process of collabo- 
rative diagnostic consultations, the overtly de- 
pressed, 29-year-old passive stepfather of an 
enuretic girl commented that he would be 
afraid to drive the 45 miles necessary for 
therapy because he often found himself on 
the wrong side of the road, asleep. Careful 
inquiry revealed daily feelings of droopy lids 
and sleepiness after the noon meal, an ability 
to fall asleep and sleep soundly for 2 or 3 
hours if left undisturbed, a tendency to fall 
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asleep during evening social gatherings and 
a general sleep pattern of 10 hours per night. 
Never had there been sudden sleep without 
warning and never refreshment after a period 
of sound sleep. There was no history of 
cataplexy, sleep paralysis or hypnagogic hal- 
lucinations. The sleepy pattern had been worse 
in the past 3 years during which time he had 
also been overtly depressed, with increasing 
feelings of inadequacy in his job and in his 
marriage. The latter event coincided with the 
onset of depression and sleepiness. During the 
course of 6 interpretive sessions the patient 
was able to correlate the tendency to fall 
asleep with situations in which he was angered 
by unfair dealings against which he felt 
powerless. He was encouraged to face a dom- 
inating foreman who had unfairly kept him 
from advancing, a talk which brought increas- 
ing tension. His facing the foreman brought 
discharge from his job and the complete loss 
of hypersomnia, with deepening depression. 
However, with proper support he changed 
cities, obtained a new job and developed a 
feeling of confidence in his ability to sell him- 
self in a new situation, no longer trapped by 
his inability to challenge authority figures. 
His plans included further psychotherapy. 


CoMMENT 


Analysis of Case Material—Our 12 pa- 
tients varied in age from 13 to 53 years, 
with symptoms that varied from 6 months 
to 16 years in duration. Six of the patients 
were definitely obese, one having a frank 
pattern of bulimia, another the pattern of 
a “night-eating syndrome.” Electroence- 
phalograms were taken in 7 cases; these 
records showed minimal dysrhythmia only ; 
3 patients had “drowsy episodes” on elec- 
troencephalographic study. 

An analysis of the personality makeup 
reveals consistently passive individuals, 
unusually frightened of any expression of 
criticism or anger toward others. In all 
patients there was evidence of unusual need 
for a symbiotic dependency relationship 
such that in spite of critical and derogatory 
feelings toward a parent they were threat- 
ened by ego dissolution if the symbiotic 
bond was threatened by rejection. 

The pattern of unusual drowsiness and 
undue sleep was consistently a means for 
passive retreat from conflict. These patients 
continued to effect a compromise, even in 
the face of overwhelming realistic prob- 


lems demanding resolution. For example, 
patient 2, married for 18 years to a woman 
for whom he had no love, continued his 
marital state in spite of 10 months’ en- 
forced separation each year, a separation 
rationalized by the wife because of their 
daughter’s educational needs, With the in- 
creasing conflict about divorce, a secondary 
passive defense became necessary, the 
hypersomnia. In this instance the defense 
is a form of undoing, permitting recompen- 
sation in an obsessive-compulsive person- 
ality. 

Not only is hypersomnia a passive re- 
treat ; the nature of the symptoms is such 
as to enhance dependency gratifications. 

It should be pointed out that behind the 
sleepiness are rage and overwhelming fear 
of anger. Frequently patients can verbalize 
and validate the correlation. Patient 1, the 
17-year-old boy, exemplified this ability. 
Over a period of 5 psychiatric orientation 
sessions he was able to pinpoint increasing 
anger as the trigger to a sleepy spell. He 
was able to verbalize a compulsive drive 
to have his own way with the feeling that 
he would kill anyone who would stand in 
his way. In this instance it would seem that 
a passive boy with brittle personality make- 
up was using sleep as a defense against 
anger which his ego could not otherwise 
handle. 

In the course of interpretive psycho- 
therapy, unusual sleepiness is seen again 
as a defense, especially as a resistance in 
the transference. The material presented in 
case 5 is illustrative. In this instance the 
slightest perception by the patient of trans- 
ference rage was defended against either by 
drowsiness or suicidal preoccupation. Me- 
ticulous, repetitive interpretation of this 
pattern, and realistic support, gradually 
permitted analysis of this defense. 

The precipitation of the hypersomnolence 
seems in each instance related to threats to 
the patient’s dependency gratification. In 
case 1, for instance, the symptoms de- 
veloped coincidentally with the loss by 
death of a favored sister, emotionally of 
maternal support to the patient, enhanced 
by the appearance of sadistic brutality in 
the father previously masochistically sub- 
missive to his own father. In case 9 the 
symptoms developed during the seventh 
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month of pregnancy and continued for the 
subsequent 7 years, gradually becoming 
associated with other reflections of de- 
pendency conflict. 

Closely correlated with the decreasing 
dependency gratifications was a demand for 
increased sexual performance, as for in- 
stance in case 10; this patient’s insecurity 
in the feminine role was well portrayed by 
her complaint of infertility after only 5 
months of marriage. The men were fre- 
quently more satisfied by masturbatory 
than heterosexual activities and in two 
instances there was evidence of deep pas- 
sive longings for a relationship with a father 
figure. 

Refinement of Diagnosis.—It seems im- 
portant to separate patients with psycho- 
genic hypersomnia from those with the 
narcoleptic syndrome since labelling with 
a neurologic diagnosis and treatment with 
analeptics may enhance the difficulty of de- 
tecting psychodynamic relationships. It is 
our contention that patients with a pattern 
of drowsiness or sleepiness for several hours 
rather than sudden sleep of 15 to 30 min- 
utes, with multiple complaints, rather than 
the other symptoms of the classic tetrad 
of narcolepsy, and with disturbed night 
sleep rather than healthy nocturnal sleep 
patterns, should be considered as candi- 
dates for psychiatric evaluation. In our 
experience psychiatric inquiry of patients 
with idiopathic narcolepsy usually reveals 
a pattern of good general adjustment with 
remarkable acceptance of the true narco- 
leptic symptoms, whereas inquiry of pa- 
tients with psychogenic hypersomnia re- 
veals evidences of neurotic conflicts and 
anxieties. 

Methylphenidate (Ritalin) and other an- 
aleptics are of invaluable assistance in cases 
of true narcolepsy. They may be of tem- 
porary asssistance in cases of psychogenic 
hypersomnia. We find that any immediate 
beneficial effect in the latter group is fol- 
lowed by increasing anxiety about con- 
flictual situations unless psychiatric support 
coincides with the use of stimulants. 

In all but 3 of the patients, psychiatric 
inquiry was limited to a single consultation. 


Following such evaluation 4 patients de- 
cided on an environmental change which 
had previously seemed impossible to ar- 
range, yet which was ultimately carried 
out ; these 4 have achieved good sympto- 
matic results. Five were advised to seek 
psychiatric treatment within their home 
environment ; two have done so. Another 
patient (case 1) is adjusting satisfactorily 
to his new setting at a university and has 
not required further contacts with a physi- 
cian. 

In the two patients seen psychotherapeu- 
tically there has been evidence of severe 
depression, a variant of which has been the 
psychogenic hypersomnolence. As would be 
expected, this pattern of behavior presents 
a difficult transference problem offering a 
behavioral retreat from facing disturbing 
affect. Prognostically it seems that the coin- 
cidence of depressive affect, suicidal 
thoughts and hypersomnolence reflects an 
even more difficult treatment problem than 
the ordinary depression with insomnia. 


SUMMARY 


The 12 cases presented depict the prob- 
lems of patients with psychogenic hyper- 
somnolence. The sleep disturbance can be 
separated descriptively from that seen in 
narcolepsy, and psychiatric inquiry permits 
the patient to focus on interpersonal and 
intrapsychic problems of importance. Drug 
therapy is not the treatment of choice. 
Rather, environmental manipulation, short- 
term goal-directed therapy or intensive 
interpretive psychotherapy should be 
recommended, dependent upon the psycho- 
pathologic constellations present in each 
individual case. 
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For the Centenary meeting (Philadelphia 
1944) of The American Psychiatric Associa- 
tion this Journal in its March number gave 
in detail the history of the local psychiatric 
hospitals, clinics and societies. Space for- 
bids any repetition of this information 
which after all is easily accessible. The 
present article will deal generally with the 
changes of the last 15 years but it is to be 
understood that the improvements briefly 
mentioned in facilities are of much less 
importance than the improvements in 
therapy, morale and professional and pub- 
lic interest. 

A major advance has resulted from the 
fact that state and city health authorities 
have shown admirable willingness to face 
the problems of mental health. The state 
greatly increased its appropriations for new 
buildings, outpatient and research services 
and established a Director for Mental 
Health. The city created a Division of Men- 
tal Health in 1954 and through this Division 
has coordinated and expanded mental 
health programs and established a diag- 
nostic center. 


HOSPITALS 

The Philadelphia State Hospital added 
7 new buildings and renovated 8 more. It 
has engaged in intensive rehabilitation ac- 
tivities which have increased discharges by 
75% (Mental Hospitals, Jan. 1958). 

At the Embreeville State Hospital all 
patients are now housed in buildings con- 
structed in 1950 and 1952. An intensive 
treatment program reduced the number of 
patients from 1,029 to 735. An open-door 
policy has been a successful venture. 

The Norristown State Hospital has spent 
nearly $17,000,000 on construction and 
renovation including a Medical and Surgi- 
cal Building staffed by internists and sur- 
geons. A unit provides for patients who can 
hold jobs outside the hospital and are on 
their way to complete independence. Ex- 
cept for an emergency group employees 
now live off the grounds and are part of 
the community. 
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The Eastern Pennsylvania Psychiatric 
Institute has begun its program of research 
and education. It has 250 beds for adults 
and 50 beds for children. State supported, 
it can draw selected patients from state 
hospitals for special studies and it can re- 
ceive other patients from the Reception 
Center and city or private hospitals. 

This Reception Center, considered here 
because it is a state agency, is located in 
the Philadelphia General Hospital and can 
receive patients night and day on an out- 
patient or over-night basis. After diagnosis 
it can commit patients to any state hospital 
or the Philadelphia General Hospital or 
refer to private hospitals, social agencies 
or clinics. 

The Mercy-Douglas Hospital with surgi- 
cal, medical and 100 psychiatric beds il- 
lustrates the overlapping which is prevalent 
in Philadelphia. The psychiatric section is 
run administratively as part of the Phila- 
delphia State Hospital but its personnel 
comes from the University of Pennsylvania. 
It is run on an open door plan. 

There is in Philadelphia a United States 
Naval Hospital with 291 and a new VA 
Hospital with 38 neuropsychiatric beds. 

The municipal Division of Mental Health 
has a wide range that is possibly unique. 
In coordinating the resources of the com- 
munity it works through such means as 
surveys of suicide and juvenile delinquency 
and home care, participation with the 
courts, the visiting and public health 
nurses, the school system and the care of 
the aged. It runs a referral service and has 
created a section for the prevention, control 
and after-care of alcoholism. 

The Psychiatric Division of the Phila- 
delphia General Hospital carries the bur- 
den and the advantages of being a teaching 
center. It has been tremendously helped by 
the appointment of 2 full-time and 6 half- 
time psychiatrists and 12 residents. 

Two of the private hospitals have long 
histories. The Pennsylvania Hospital has 
moved its Department for Mental and 
Nervous Diseases from its historic site 

(1841) into a new air-conditioned building 
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which adjoins The Institute of the Pennsyl- 
vania Hospital at 111 North 49th Street. 
These two units are now one mental health 
center with the Child Study Center, al- 
though the latter has its entrance on 48th 
Street. Here in one block modern equip- 
ment and treatment are provided for adults 
with neuroses or psychoses as inpatients or 
outpatients and for children with emotional 
disturbances—and sometimes for normal 
people in trouble. 

The Friends Hospital, founded in 1813 
on its present site, has started an inde- 
pendent but associated organization—The 
Northeast Community Health Center. A 
unique annual display of its garden will 
fortunately be at its best about convention 
time. 

The Philadelphia Psychiatric Hospital 
founded in 1941, has advanced with great 
strides. From 60 beds it has grown to 150 
and built a large outpatient service. It is 
now planning a Child Development Center. 

There are 12 smaller private hospitals 
which receive psychiatric patients. 


OUTPATIENT CLINICS 


Increase in outpatient service is indi- 
cated by the fact that almost all of the 
psychiatric hospitals above mentioned run 
their own outpatient clinics. In addition 
there are like services in 9 general hospitals. 

In many of these clinics there are formal 
or informal connections with medical 
schools and all medical schools also run 
psychiatric outpatient services in their own 
teaching hospitals. 

Two psychiatric outpatient clinics are 
run by Labor groups, one by the Municipal 
Court and 2 by mental health organizations. 


CHILD PSYCHIATRY 


Children’s facilities have grown fast in 
15 years. 
The Philadelphia Child Guidance Clinic 


is entering its 34th year. An off-shoot is the 
new Child Guidance Clinic of Delaware 
County at Chester, Pa. 

Ten years ago a Child Study Center was 
established as a community service in 
buildings connected with The Institute of 
the Pennsylvania Hospital but administra- 
tively independent. 

The Child Study Institute of Byrn Mawr 
College provides psychiatric and counsel- 
ling service to children attending its town- 
ship schools. 

Inpatient facilities are found in the East- 
ern Pennsylvania Psychiatric Institute and 
2 private foundations, the Devereux and 
the Woods Schools, which accept retarded, 
emotionally disturbed and exceptional chil- 
dren. 


MEDICAL SOCIETIES 


More than 335 psychiatrists in and about 
Philadelphia are members of the American 
Psychiatric Association. Almost all of them 
belong also to the state and Philadelphia 
psychiatric societies. 

Other psychiatric groups are the Phila- 
delphia Association for Psychoanalysis and 
the Philadelphia Psychoanalytic Institute. 


LAY MENTAL HEALTH SOCIETIES 


Pennsylvania Mental Health, Inc. is a 
member of the National Association con- 
cerned with those problems which can best 
be approached at the state level. The Men- 
tal Health Association of Southeastern 
Pennsylvania is an affiliate for 4 counties 
and works at a local level to improve con- 
ditions for patients in hospitals and people 
in the community. It has a diversified 
program. 

Fountain House helps mental patients 
who have left hospitals to regain confidence 
and to find housing and jobs. 

Hopetown befriends patients in and from 
mental hospitals. 


| | 

; 
\ 
q 

‘ 

a 
_ 


There have been few reports in the liter- 
ature of the effects of sudden withdrawal 
of the drugs more commonly used in the 
treatment of severe mental disorders. For 
this reason, it is felt that the occurrence of 
a definite clinical syndrome following their 
withdrawal should be reported. 

The patients in this study were a hard- 
core group of 28 severely and chronically 
disturbed schizophrenic women who had 
respe “2d to a wide variety of drug regi- 
mens by only moderate quieting. They 
ranged in age from 19 to 53, with a mean of 
40.4. Their length of continuous hospitali- 
zation ranged from 1 to 25 years, with a 
mean of 11.7. The subjects had been re- 
ceiving chlorpromazine, reserpine, or a 
combination of the two for periods ranging 
from 18 months to 44 months with the ex- 
ception of one case whose medication had 
been intermittently administered over a 
period of 17 months. The average duration 
of drug treatment prior to our study in 
these 28 cases was about 35 months. The 
doses which the patients were receiving at 
the time of the study ranged from 150 to 
600 mgs. of chlorpromazine or 1.5 to 4 
mgs. of reserpine or, in combination, 150 
mgs. of chlorpromazine with 3 mgs. of 
reserpine. Most patients were receiving 
trihexiphenidyl, procyclidine hydrochloride, 
or benztropine methanesulfonate for the 
relief of extrapyramidal dysfunction. 

The patients were to receive a new medi- 
cation in an attempt to evaluate its effec- 
tiveness for therapy in this group. Because 
of previous experiences with withdrawal 
phenomena in scattered cases, we felt it 
would be wise for them to be free of their 
previous medication for at least 2 or 3 
weeks. Accordingly, we abruptly substi- 
tuted a placebo for their usual medication. 

The first day after the change to the 
placebo, the patients on the ward seemed 
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somewhat tense or restless, but there were 
no specific complaints from either the pa- 
tients or attendants. On the second day, 4 
patients developed rather acute, uncom- 
fortable reactions characterized by tension, 
fear, restlessness, insomnia, increased per- 
spiration, and vomiting. All patients were 
tense and restless. On the third day, the 
charge attendant said, “It’s like old times. 
It’s bedlam.” Thirteen patients were suffer- 
ing severe withdrawal reactions indistin- 
guishable clinically from a moderate with- 
drawal reaction following long-term in- 
gestion of morphine. By the fourth day, 
there was a total of 17 out of the 28 pa- 
tients who were tense, restless, complain- 
ing of muscular aches and pains, breaking 
out in cold sweats, sleepless, nauseated. 
Vomiting had become a serious problem 
in four. On the fifth day, one of these pa- 
tients became very weak and fainted. The 
dose of the placebo was changed from 3 
times daily to 4 times daily in an attempt 
to reassure the staff and patients. However, 
this attempt failed because it developed 
that the placebo was considered by the staff 
and the patients to be a very powerful and 
dangerous drug with serious side effects. 
They felt that all the distressing reactions 
which the patients were suffering were due 
to toxic effects of the placebo which was 
being given. Not until the eighth day after 
the change did the ward become somewhat 
quieter and the number of patients vomit- 
ing decrease. By the tenth day, the acute 
withdrawal reactions subsided in all pa- 
tients although by this time the disturbed 
and agitated pre-medication behavior of 
the patients had returned. 

Thus, a total of 17 out of 28 patients suf- 
fered a moderate withdrawal reaction 
similar to that noted after opiate with- 
drawal. Twenty patients were receiving 
chlorpromazine alone or in combination 
with trihexiphenidyl or procyclide hydro- 
chloride. Of these, 12 suffered the more 
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severe withdrawal reactions. Eight had 
only mild reactions of restlessness and in- 
somnia. Three out of three patients re- 
ceiving a combination of chlorpromazine 
and reserpine together with an anti-Parkin- 
sonian agent suffered marked withdrawal 
symptoms. Two out of 4 patients receiving 
reserpine alone suffered withdrawal symp- 
toms. The one patient receiving proclor- 
perazine had only a mild restlessness and 
insomnia. Of the 17 patients developing 
the more marked and obvious withdrawal 
symptoms, 3 developed the reactions on the 
second day following the withdrawal of 
medication, 9 on the third day, 3 on the 
fourth day, and 2 on the fifth day. The 
symptoms had not entirely subsided until 
two weeks after the sudden withdrawal. 
There seemed to be no correlation of the 
intensity of the reaction with the level of 
dosage within the ranges cited. Dimenhy- 
drinate was used on the eighth day after 
withdrawal in one patient to control ex- 
cessive, prolonged vomiting. 


COMMENTS AND Discussion 


It seems to the writer that marked 
and distressing withdrawal symptoms in 17 
of 28 patients strongly suggests that after 
patients have been on moderate to large 
doses of tranquilizing drugs for any con- 
siderable period of time, great caution 
should be used in reducing or eliminating 
the dose. The severity of the withdrawal 
symptoms may mislead the clinician into 
thinking that he is observing a relapse of 
the patients’ mental condition, It is also 
apparent that many of the symptoms 
of withdrawal closely resemble the restless, 
turmoil state which does occur as a side 
effect of any of the more powerful pheno- 
thiazine derivatives or reserpine. If the pa- 
tient is abruptly shifted from an older 
phenothiazine to a newer one, the symp- 
toms of withdrawal and extrapyramidal 
dysfunction may be so intertwined as to 
make it difficult or impossible to distinguish 
between them. 


DRUGS—SINGLE OR MULTIPLE DAILY DOSAGE ? 


PHILIP HADEN, M.B.1 


Vast quantities of phenothiazine com- 
pounds and other new drugs are used in 
mental hospitals today. Largely from habit, 
but also encouraged by drug companies, 
we give drugs mainly in divided dosage 
daily. It may seem unimportant how many 
times a day a drug is given so long as it 
works. Observation of ward routine shows 
that this subject is of real practical import. 
By timing all the operations a nurse per- 
forms to give a patient a pill, we find that 
overall for a ward, she takes a minimum of 
one minute to a maximum of 3 minutes, 
depending on the type of ward and the 
skill of the nurse. One and one-half min- 
utes per dose throughout a mental hospital 
is no overestimate. 

Examination of the medicine sheets of 4 
representative female wards at Ontario 
Hospital, Kingston (admission, disturbed, 
ambulant geriatric, infirm geriatric—220 pa- 


1 From Ontario Hospital and Dept. of Psychiatry, 
Queens University, Kingston, Ont. 


tients in all) showed 62% of patients re- 
ceiving neuro-psychiatric drugs variously 
divided daily. If this figure were general 
throughout a 2,000 bed hospital and the 
average spacing was t.i.d., then 5,580 nurs- 
ing minutes are consumed daily. If the 
drugs could be given u.i.d. instead of t.i.d. 
3,720 minutes or the equivalent of 12.4 
full-time nurses would be freed for other 
duties. 

The writer knows of no work showing 
that divided daily dosage of phenothiazine 
compounds is clinically better than single 
dosage. However, we do know that break- 
down products may be still excreted some 
days after administration(1, 2). We also 
know that with psychotics, clinical benefit 
may persist for months after discontinuing 
such drugs(3). In theory, there is no good 
reason for multiple daily dosage. There 
seems even less point in giving delayed 
absorption tablets. 

For 3 years it has been the writer’s prac- 


A 
: 
4 
i 
q 
an 
= 
q 
2 
‘ 
‘ 
mG. 
= 
4 
> a 
A 


1959 ] 


CLINICAL NOTES 


933 


tice, with phenothiazine compounds, to give 
only one dose daily in the evening. The 
optimal dose is reached either by giving 
divided doses daily for 2 weeks or gradually 
increasing evening doses. Only epileptics 
have been excluded from the changeover. 
In over 400 cases, no impairment of clinical 
response has been noted by the physician 
or nurse. With some drugs, the transient 
drowsiness after a dose is turned to ad- 
vantage by h.s. timing and the need for 
other sedation diminished. Only one minor 
difficulty has arisen in a handful of cases : 
in high dosage, some patients hesitate to 
take many tablets at one time. This diffi- 
culty would be solved if single tablets of 
very high potency were available. 

Some psychiatrists attribute benefit to the 
attention and oral gratification that patients 
receive from frequent medication. However, 
in the turmoil of some long pill queues, 
rejection factors may operate. May be 62% 
of patients on medication is unusually high. 
However, review of our wards revealed 
some patients not receiving any drug who 
might be expected to benefit. (Many psy- 
chiatrists feel that no schizophrenic is hope- 
less until a long course of a phenothiazine 
drug has been given.) The figure of 1% 
nursing minutes per dose probably under- 
estimates the situation. Commonly, where 
alternatives exist, the better nurses are dele- 
gated to medicines and they may be assisted 
by aides and/or affiliates whose time was 
not included in the estimated 1% minutes. 
In those wards where drugs are given in 


single nightly doses, the effect of the 
changeover on nursing morale and general 
ward efficiency is most striking. Meals and 
other therapeutic activities proceed un- 
harassed by pill distribution. 

For patients out of hospital, a tablet at 
night with tooth cleaning is readily re- 
membered. It is easy to forget daytime 
medication—sometimes it is inconvenient or 
embarrassing at work. 

Large tablets of a compound are cheaper 
than the corresponding dose given in small 
tablets. (Chlorpromazine in 100 mg. tablets 
is approximately 40% cheaper than the same 
amount in 25 mg. tablets. ) 

We see an ever increasing number of 
phenothiazine compounds in use. Other re- 
lated compounds, e.g., imipramine, seem 
likely to be used widely. It is important to 
know whether new drugs need to be given 
as frequently as we generally tend to give 
them. Upon the satisfactory evaluation of 
the question of dosage spacing depends, to 
a considerable extent, the optimal deploy- 
ment of nursing resources—a vital matter 
in many understaffed hospitals today. We 
are hoping to elucidate further certain 
aspects of this problem. 


BIBLIOGRAPHY 


1. Forrest, F. M., Forrest, I, F. and Mason : 
Am. J. Psychiat., 114 : 93, 1958. 

2. Pollack, B.: Am. J. Psychiat., 115: 77, 
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SERUM CALCIUM LEVELS AFTER ECT MODIFIED WITH SCOLINE 


HUGH JARVIE, M.D. ann LILY MULLIGAN, B.Sc.! 


Recently Gour and Chaudhry(1) re- 
ported that a rise in the level of the serum 
calcium occurs after the administration of 
ECT. This rise was maximal immediately 
following the treatment; but the initial 
level of the serum calcium was regained 
within 10 hours of treatment. They also 
reported that, in those cases in which the 


1 From the Department of Studies in Psychological 
Medicine, The University, and the Royal Infirmary, 
Liverpool, England. 


fluctuation in the serum calcium level was 
greatest, the greatest clinical improvement 
was noted ; while in the cases in which the 
fluctuation was less, the clinical improve- 
ment was less marked. Thus by “studying 
the pattern of response to ECT during the 
first 2 or 3 shocks it may be possible to 
assess whether a particular patient is likely 
to improve with ECT or not.” 

Gour and Chaudhry give no indication in 
their paper as to whether the treatment was 
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given unmodified, or modified with a mus- 
cle relaxant. In the present investigation ” 
serum calcium levels were studied in a 
small number of patients in whom the treat- 
ment was given modified with scoline (sux- 
amethonium chloride ).* 


MATERIAL AND METHOD 


The material consisted of 6 patients suf- 
fering from depressive states. The ECT was 
administered in the usual way with the 
usual amounts of scoline (20 to 50 mg.) and 
thiopentone (150 to 300 mg.). As the rise 
in the serum calcium level reported by 
Gour and Chaudhry was maximal immedi- 
ately following the administration of the 
ECT, it was considered sufficient to study 
the serum calcium level in blood samples 
taken before the treatment, and immediate- 
ly after convulsion ; however an additional 
sample of blood was taken before the con- 
vulsion was induced, but after the scoline 
had been given, in order to study the effect 
of the scoline, if any, on the serum calcium 
level. Blood samples were taken from each 
patient only on the first occasion on which 
they attended for treatment. 

The amount of calcium in each blood 
sample was estimated by the Tisdall meth- 
od(2). In order to minimise any subjective 
error in the estimation, the biochemist 
(L.M.) was unaware of the order in which 
the blood samples had been taken, each 
simply marked with a code letter or num- 
ber. 


RESULTS 


The results of the investigation are sum- 
marised in Table 1. Serum phosphorous 


2 We are indebted to Dr. T. Black for providing 
the facilities for this investigation. 
8 American usage: succinylcholine chloride. 


TABLE 1 


Serum Catcrom MG./100 ML. 


After 
Scoline 
10.0 
10.9 
haemolysed 


After 

E.C.T. 
10.1 
10.9 
10.0 
10.4 


Before 

Age Treatment 
33 10.1 
25 11.1 
56 10.0 
50 10.6 10.4 
51 10.2 10.4 10.6 
29 10.4 10. 9.8 


levels were also determined ; but these like- 
wise showed no significant alteration. Clini- 
cal improvement in the depressive condition 
along usual, and expected, lines, occurred 
in all 6 cases. 


CoMMENT 


No significant changes in the amount of 
serum calcium were noted in these cases 
after ECT had been given modified with 
scoline ; and the scoline itself appeared to 
have no effect on the serum calcium level. 
Whether a significant rise in the amount of 
serum calcium would have occurred if the 
treatment had been given unmodified we 
are unable to say, as we did not consider it 
justifiable to deprive our patients of the 


_ benefits of modification in order to examine 
this possibility. The results indicate, how- 


ever, that a rise in the serum calcium level 
after ECT was not a necessary prerequisite 
of improvement in the psychiatric condi- 
tion of these patients. 


BIBLIOGRAPHY 


1. Gour, K. N. and Chaudhry, H. M.: J. 
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PRELIMINAR*Y OBSERVATIONS ON TRIFLUOPERAZINE IN 
SCHIZOPHRENIA * 


ELIERE J. TOLAN, M.D., 


In March 1958, trifluoperazine was se- 
lected for the treatment.of 43 chronically 
ill psychotic patients—12 men and 31 wom- 
en who had been resistant to previous 
tranquilizer therapy. There were 14 para- 
noid, 8 hebephrenic, 5 catatonic and 6 
chronic undifferentiated schizophrenics, 1 
involutional psychotic, 3 chronic alcoholics, 
3 with psychotic depressive reactions, and 
3 with chronic brain syndrome. They varied 
in age between 18 and 69 years ; 10 were 
50 years old or over. Seven patients had 
been hospitalized for 2 years or less, and 
the others had been ill for 4 to 23 years. 

The dosage of trifluoperazine was ad- 
justed individually according to age, sex, 
physical condition, and mental status. 
Seventeen patients were started on 1 or 
2 mg. intramuscular doses, given twice and 
then three times daily for the first 6 days. 
Then, starting with one 5 mg. tablet b.i.d. 
for one week, the dosage was increased 
gradually for the next 5 weeks up to 10 mg. 
q.i.d. Once the patient had reached a rela- 
tively calm state, the dosage was decreased 
gradually by 5 mg. each week to a mainte- 
nance level of 5 mg. twice or three times 
daily. The other 26 patients, who were less 
disturbed, were started on a dosage of one 
5 mg. tablet b.id., increasing and then de- 
creasing the dosage according to the same 
routine. The highest dosage used was 20 
mg. orally t.i.d. Duration of therapy ranged 
up to 8 months. 


RESULTS 


We noted significant improvement in 29 
patients, who became free of auditory and 


1 Read at the meeting of the Association of Physi- 
cians, Ohio Department of Mental Hygiene and 
Correction, Oct. 3, 1958. 

2 Formerly staff psychiatrist, Hawthornden State 
Hospital, and now attending psychiatrist, Columbus 
State Hospital, Columbus, Ohio. 

8 Superintendent, Hawthornden State Hosp., Mace- 
donia, Ohio. 


2 anp H. H. PEPPEL, M.D.* 


visual hallucinations and delusions within 
24 to 48 hours after the start of trifluopera- 
zine therapy. Improvement in 4 of these, 
however, was cyclic inasmuch as they im- 
proved, relapsed, and then improved again. 
Fourteen patients still experience delusions 
and hallucinations, but most of these have 
not yet received the maximum dosage. 

Twenty patients experienced side effects, 
most frequently extrapyramidal symptoms 
that usually were well controlled by Co- 
gentin, Artane, Phenergan, or Ritalin. Medi- 
cation was discontinued in one patient who 
refused the drug and in three who de- 
veloped tachycardia, slight hypotension, 
disturbed behavior, or Parkinsonism. No 
weight gain, anorexia, vomiting, jaundice, 
or dermatitis was observed at any time, 
nor was there any dryness of the mouth or 
burning sensations in the mouth or stomach 
in any patient taking trifluoperazine. 


CoNcCLUSIONS 

Extrapyramidal symptoms are independ- 
ent of dosage or duration of therapy and 
depend instead on individual susceptibility 
to this drug, women apparently being more 
likely than men to develop extrapyramidal 
syndromes. The fairly large doses used in 
this study probably help explain the rather 
high incidence of these symptoms. 

In this pilot study, trifluoperazine proved 
to be a potent tranquilizer ; it acted rapidly 
and was effective in smaller dosages than 
chlorpromazine. As with other tranquilizing 
agents, it affected behavior more than the 
underlying psychotic process. The lack of 
drowsiness made it easier for the therapist 
to approach the trifluoperazine-treated pa- 
tient. Our experience indicated that tri- 
fluoperazine is effective in the management 
of chronic catatonic schizophrenia and 
chronic undifferentiated schizophrenia ; it 
seems to activate lethargic, vegetative pa- 
tients whose behavior is characterized by 
psychomotor retardation and apathy. 
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A CLINICAL TRIAL OF MONOSODIUM GLUTAMATE 
(L-GLUTAVITE*) ON HOSPITALIZED ELDERLY 
MALE PSYCHOTIC PATIENTS 


ROBERT L. SPITZER, M.D.! 


Numerous articles in recent years report 
beneficial results from the use of mono- 
sodium glutamate? in the treatment of 
elderly patients suffering from either 
chronic brain syndromes or the “functional” 
psychiatric disorders(1-7). (See Table 1, 
p. 937.) Improvement has been described in 
terms of increased motor activity, better so- 
cialization, personal habits, appetite, toilet 
habits, less mental confusion, weight gain 
and some reports have mentioned improve- 
ment in memory and orientation. 

This study * involved the administration 
of L-Glutavite® to half of a group of 40 
elderly, psychotic, hospitalized men, 90% 
of whom were diagnosed as chronic brain 
syndrome (See Table 2). These patients 
were all residing on a ward for elderly men 
at the Male Reception Building of Rockland 
State Hospital, Orangeburg, New York. Ap- 
proximately half of them ignored ward ac- 


1 Psychiatric Institute, New York 32, N. Y. 

2Commercially available as L-Glutavite® from 
Crookes-Barnes Laboratories, Wayne, N. J. 

81 am grateful to Dr. John C. Saunders, Principal 
Research Scientist, Rockland State Hospital, and Mr. 
Stanley Roach, Staff Attendant, Wards 17 and 18 
of Male Reception. All of the materials used in this 
study were donated through the courtesy of Crookes- 
Barnes Laboratories. 


tivities and were incontinent. About three 
fourths were disoriented, seclusive, apathet- 
ic, and to some extent incoherent. 

The patients were evaluated by a psy- 
chiatric examination with special reference 
to orientation, attention, speech and affect. 
By means of a behavioral assessment list 
(8) utilizing 25 items of behavior, the ward 
personnel, with the aid of the psychiatrist, 
evaluated the patients in terms of appear- 
ance, personal habits, ability to comply 
with ward routine, relationship to other 
patients, initiative in work, interest in ward 
activities and coherence of speech. On the 
basis of clinical evaluation, age, diagnosis 
and length of illness, the patients were 
then divided into 2 matched groups, one 
of which received 1 teaspoon of L-Gluta- 
vite ®* in 4 oz. of tomato juice tid. and 
the other, acting as a control group, a 
similar amount of vitamins with the same 
amount of tomato juice. The study was 
double blind. No one concerned with it 
knew to which group a patient belonged. 
All patients were evaluated in an identical 


4 Each teaspoon contains monosodium glutamate 
3.48 grams, niacin 25 mg., pyridoxine hydrochloride 
0.7 mg., thiamine mononitrite 0.6 mg., riboflavin 0.8 
mg., ferrous sulfate 11 mg. 


TABLE 2 


CLINICAL TRIAL OF MoNosopIUM GLUTAMATE 


Diagnosis 

Chronic Brain Syndrome 
Cerebral Arteriosclerosis 
Senile Brain Disease 
Alcohol Intoxication 
Meningo-vascular Syphilis 
Epilepsy 

Paranoid Schizophrenia 

Involutional Psychosis 

Total 

Age (years) 

Length of illness (years) 

Improved 

Unchanged 

Worse 

Weight change (mean for group) 


Vitamin group (control) 


55-90, mean 73.8 


L-Glutavite® 


20 
56-83, mean 70 
1-10, mean 3.85 
2 


20 


1-28, mean 5.4 
0 
17 
3 
+2.9 Ibs. 


14 


4 
42.7 Ibs. 
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manner after 6 and 12 weeks of therapy. 

The changes in all of the patients were 
for the most part minimal and no more 
than might be expected from the nature of 
their illnesses. Only 9 patients could be said 
to have changed in any significant manner. 
In the Glutavite group 2 improved and 4 
became worse ; in the vitamin group none 
improved and 3 became worse. In both 
groups there was a general trend toward 
further deterioration. There were wide 
weight changes in many of the patients. 
The mean weight change in both groups 
was a gain of almost 3 Ibs. 

Despite the inadequacies of some of the 
previous studies (lack of controls, con- 
clusions not always justified by data, ab- 
sence of double blind method) it is hard 
to explain the discrepancy between the 
results previously reported and _ those 
reported here. 
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TREATMENT OF BLADDER AND BOWEL INCONTINENCE IN 
ELDERLY MENTAL PATIENTS WITH NOR- ETH- ANDROLONE 
(NILEVAR) * 


MAURICE VAISBERG, M.D., CALVIN MICHAEL, M.D. anv 
JOHN C. SAUNDERS, M.D.? 


The relatively high incidence of wetting 
and soiling among members of the older 
age group in state mental hospitals often 
presents a distressing and difficult nursing, 
hygienic and social problem. 

Following the ingenious pioneering of 
Vlavianos and Fink(1) of Kings Park State 
Hospital, we conducted a pilot study of a 
series of 9 elderly, deteriorated male pa- 
tients who were either wetters, soilers or 
both. The patients served as their own con- 
trols—all of them having had these symp- 
toms consistently for a minimum of one 
year. 

The 9 ambulatory male patients were 
selected with the aid of the building physi- 
cian and the ward charge,* and their men- 


1 The nor- eth- androlone used in this study was 
supplied as Nilevar by G. D. Searle & Company, Chi- 
cago, Ill. 

2 Rockland State Hospital, Orangeburg, N. Y. 

8 The authors wish to express their thanks to Dr. 
Frances Sales, Building Physician, and to Mrs. Gora 


tal, behavioral, and incontinent status 
noted and established as a base line. Fol- 
lowing this, daily observations were made 
by the ward charge with biweekly con- 
ferences and surveys with the authors. 

Ages varied from 58 to 84. Diagnoses 
were : schizophrenia, hebephrenic type, 2 
cases ; psychosis with cerebral arterioscler- 
osis, 2 cases; senile psychosis, 3 cases ; 
manic-depressive psychosis, manic type, 1 
case ; and psychosis with epilepsy, 1 case. 

Each patient was given 10 mg. nor- eth- 
androlone orally t.i.d. for 3 weeks, after 
which the medication was discontinued. 
The patients were observed for 2 months 
longer to determine if the beneficial effect 
persisted. 

Two weeks after starting medication one 
58 year old patient became completely con- 
tinent and remained so after discontinuance 


Smith for their help in selecting, observing and re- 
porting on the progress of the series, and for their 
wholehearted cooperation. 
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of therapy. Six improved markedly with 
only a rare incident of wetting but no soil- 
ing. Of these, 2 have sustained their relative 
continence without further medication. 
These were both 58 years old, the youngest 
in the series. Two of these 6 continued 
remission for only 2 weeks after cessation 
of treatment and 2 regressed promptly 
upon ending of therapy. There were two 
complete failures in this group of patients. 
It would appear that the younger patients 
seemed to benefit more consistently from 
treatment with nor- eth- androlone. 
There was no subjective change in the 
orientation and memory of any of the pa- 
tients. One failure became more amorous 
toward men and one who responded be- 
came more sociable. There was no signifi- 
cant weight loss or gain and no change in 


In view of several reports from Europe 
(1, 2) about methoxypromazine (2-meth- 
oxy-10-(3’-dimethylamino-propy] )-pheno- 
thiazine) being a promising new phenothi- 
azine derivative, a pilot study was 
undertaken to evaluate its usefulness as a 
tranquilizing drug. Chemically this drug is 
closely related to chlorpromazine and lab- 
oratory tests showed similar actions in re- 
spect to the autonomic and central nervous 
system. 

Twenty-nine female patients on the ad- 
mission service were selected by the clinical 
director at diagnostic staff using the follow- 
ing criteria: 1. Ages between 20 and 50; 
2. Regularly certified patients to insure con- 
tinuity of hospitalization ; 3. Onset of ill- 
ness within the past year; 4. No previous 
treatment. Observations were made inde- 
pendently by the ward physician, by the 
psychiatrist supervising drug administra- 
tion and by the charge of service. All lab- 
oratory studies, including blood counts and 


1 Lederle Preparation CL-22373, 4632 R.P. or 
Tentone. 
2 Rockland State Hospital, Orangeburg, N. Y. 


CLINICAL REPORT ON METHOXYPROMAZINE : 
A NEW PHENOTHIAZINE * 


E. GOSLINE, M.D., C. J. WALTERS, M.D. anv J. C. SAUNDERS, M.D.? 


the sleeping or eating patterns of the pa- 
tients. 

When this series is combined with that 
of Vlavianos and Fink, we find a significant 
positive response in 13 of the 20 patients. 
We agree with Vlavianos and Fink that 
these preliminary series are still too small 
and of too short a term to properly evalu- 
ate the efficacy of this medication on bowel 
and bladder incontinence. However, results 
to date have been sufficiently gratifying to 
warrant further investigation of the use 
of this drug in the treatment of this dis- 
tressing and hitherto relatively unrelievable 
condition. 

BIBLIOGRAPHY 


1. Vlavianos, G. and Fink, L.: Am. J. Psy- 
chiat., 115 : 164, Aug. 1958. 


liver function studies were performed bi- 
weekly by the research department. 

Methoxypromazine was evaluated for its 
effectiveness in relation to other drugs al- 
ready in use in the reception service. The 
use of standardized pharmaceutical rou- 
tines have proven useful as a method of 
control study for such new drugs. 

Diagnostically there were 27 schizo- 
phrenics (8 paranoid, 8 catatonic, 6 mixed 
and 5 schizoaffective), 1 involutional mel- 
ancholia and 1 psychosis with mental de- 
ficiency. Fifteen were 30 years of age and 
younger, 14 were between 31 and 50 years. 
Symptoms were classified as moderate or 
severe. In evaluating the results, the cate- 
gory of marked improvement means the 
patient has been or is considered ready for 
release, moderately improved means the 
patient has no overt abnormal mental symp- 
toms but is not ready for discharge, slight 
improvement means improvement in ad- 
justment and behavior but with persistence 
of abnormal mental symptoms. 

The initial dosage of 50 to 200 mg./day 
was found to be inadequate and for the 
most part psychiatric improvement occurred 
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in dosage ranges of 900 to 1,200 mg./day, 
especially in the more severely disturbed 
patients. As with other ataraxics, improve- 
ment appeared to be associated with the 
appearance of side effects. 

Results were given a preliminary evalua- 
tion at the end of a period of observation 
which averaged 51 days on dosages of 200 
mg./day or less, and if the patient’s condi- 
tion was unsatisfactory, the dosage was 
increased to 1,200 mg./day. The higher 
dosages were evaluated approximately one 
month after the increase. 

Of 10 patients considered moderately 
severe on admission, 4 achieved marked im- 
provement on dosages of 150 mg./day and 
were maintained on this. Those who showed 
slight or no improvement on this dosage 
were increased to 1,200 mg./day. Of this 
group, 1 showed marked improvement, 1 
improved slightly and 4 showed no im- 
provement. Of 19 severely ill patients, 3 
showed only slight improvement and 16 
were unimproved on dosages up to 200 
mg./day. When the dosages were increased 
up to 1,200 mg./day, 3 showed marked im- 
provement, 4 showed moderate improve- 
ment, 6 showed slight improvement and 5 
showed no improvement. One patient with 
marked improvement regressed in two days 
when taken off methoxypromazine. These 
results are better than would have been ex- 
pected without pharmacotherapy but are 
not as good as we would have expected for 
new admissions with presently used pheno- 
thiazines or reserpine.® 

8 Dr. N. Radinger, of our staff, in a personal com- 
munication(3) concerning her studics with methoxy- 
promazine in a series of 22 chronic schizophrenic 
patients in a continued treatment service indicates 
also a failure of patients to respond. Of these patients, 


2 showed slight improvement, 1 was worse and the 
remainder unimproved. 


Side effects were noted in 13 patients, 
usually in those on dosages of 900 mg./ 
day and were in general relatively mild 
including vertigo, 4 instances, nausea 2, 
weakness 2, blurred vision 3, dry throat and 
thick tongue 2, constipation 1, drowsiness 
2, Parkinsonian rigidity 1, elevated thymol 
turbidity 2, elevation in alkaline phos- 
phatase 1, and depression of red blood cell 
count and hemoglobin 1. 

These results with methoxypromazine do 
not compare with the clinical results ob- 
tained with other phenothiazine derivatives 
(Compazine, Thorazine) as used in the fe- 
male reception service. Methoxypromazine 
appears to be a mild “tranquilizing” drug 
that is relatively free of serious side effects 
when used in dosages up to 1,200 mg./day. 
The drug does not appear to be potent 
enough in its tranquilizing and antipsychot- 
ic activity to warrant usage on a closed 
ward psychiatric admission service. In those 
patients who showed improvement there 
was a gradual cessation of delusions, hal- 
lucinations, paranoid ideations, overt hos- 
tility and agitation. Methoxypromazine ap- 
pears to have fewer side effects and a 
marked lack of restlessness (akathesia ) 
when compared to the more potent pheno- 
thiazine derivatives. 
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CLINICAL NOTES 


CLINICAL USES OF DEANOL (DEANER) : 
A NEW TYPE OF PSYCHOTROPIC DRUG 


JOHN D. MORIARTY, M.D. anv JOHN C. MEBANE, M.D.! 


Deanol ? is a new type of central nervous 
system stimulant, and is quite different 
pharmacologically from drugs like the 
amphetamines and the monoamine oxidase 
inhibitors such as iproniazid. It is the terti- 
ary nitrogen analogue of choline and is a 
precursor of acetylcholine. According to 
Pfeiffer et al.(1), deanol is able to pass 
through the blood-brain barrier, whereas 
choline is not. 

Because of its rather mild, physiologic 
type of stimulating effect on the nervous 
system deanol seems most effective in the 
less severe depressions, in chronic fatigue 
states, and in certain irritable tension states. 
The usual starting dose is a 25 mg. tablet 
after breakfast, increased to 2 tablets in 3 
or 4 days. Some patients with vascular 
headaches, particularly associated with 
fatigue, derive benefit whereas tension 
headaches involving increased tonus of the 
scalp and occipital muscles are not helped. 
Deanol appears to be too mild a stimulant 
for severe endogenous depressions, but a 
few experimental studies in which large 
doses of several hundred milligrams a day 
have been employed indicate that it may be 
useful in even chronic schizophrenic pa- 
tients. 

In its clinical effects, deanol does not 
produce the artificial and frequently unde- 
sirable type of stimulation often true of 
the amphetamines. Thus its effect may 
roughly be compared with a hormone or 
with a vitamin-like substance, which per- 
haps exists in the central nervous system 
but which in some persons is not present 
in adequate quantities. In the treatment of 
severe behavior disorders of children, 
Oettinger(2) found deanol superior to the 
usual stimulants and to a variety of tran- 
quilizers. The side effects even with large 
doses seemed to be minimal. 


1 7046 Hollywood Blvd., Los Angeles, Calif. 

2 The deanol used in this study was furnished 
through the courtesy of Riker Laboratories, Inc., 
Northridge, California, under the trade name of 
Deaner. 


In our group of more than 50 patients 
treated during the past 12 months, the ma- 
jority were diagnosed as psychoneurosis. 
The patients responding best had a promi- 
nent neurotic depressive component. A 
small group of depressed schizoid patients 
reacted favorably. Psychotherapy was 
noticeably facilitated. About one-third of a 
group of 8 migraine patients showed a 50- 
75% reduction in the severity and frequency 
of their headaches, and in some cases it 
was possible to abort a migraine attack by 
injection of 60 mgs. of the drug intramus- 
cularly or intravenously. An epileptic pa- 
tient with cerebral atrophy following en- 
cephalitis and suffering from both grand 
mal and psychomotor seizures showed con- 
siderable improvement of the psychomotor 
seizures. However, it was necessary to re- 
duce the dose of deanol from 50 to 25 mgs. 
daily when there was some increase in the 
grand mal component of the seizures. 

Both clinically and in experimental ani- 
mals deanol has proved to be extraordinari- 
ly low in toxicity. The principal contraindi- 
cation to its use is grand mal epilepsy. The 
only side effects ordinarily encountered in- 
clude, in some patients, such symptoms as 
mild suboccipital headaches due to in- 
creased muscle tonus and some disturbance 
in the sleep pattern, both of which can 
usually be overcome by reduction in dos- 
age. 

In the 51 patients in whom we could 
make adequate evaluation, the degree of 
improvement was scored conservatively as : 
“2+” for substantial improvement, “1-+-” 
for moderate improvement, and “0” for little 
or no benefit. Whenever feasible, particu- 
larly in doubtful cases, a placebo was sub- 
stituted to clarify the response to deanol. 
In such cases, patients would usually report 
some recrudescence of their symptoms in 
3 to 5 days. 

In an additional 11 patients, results could 
not be reliably determined because of in- 
tervening treatment, such as electroconvul- 
sive therapy, or because of inadequate 
follow-up. 
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In the group of 51 patients the results 
were : 
Improvement 
14 patients, or 28% 
15 patierts, or 29% 
22 patients, or 43% 
It is concluded that deanol has a place in 
our therapeutic armamentarium as a rela- 
tively mild, physiologic type of central 
nervous system stimulant which is very 
low in toxicity. This latter effect is quite 
different from other types of stimulants and 


psychic energizers. It is particularly useful 
in the milder depressions, chronic fatigue 
states, and vascular headaches. 
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ADMINISTRATIVE NOTES 


PATIENT GOVERNMENT 
M. G. JACOBY, M.B.! 


In a general hospital many small things 
are irritating to the patients but they can 
be tolerated because the average length of 
stay is short. However, because the length 
of stay in a mental hospital is much longer, 
things which are only minor pinpricks be- 
come greatly magnified by the passage of 
time. In the mental hospital the ward be- 
comes the patient’s home and he or she 
should therefore have a word in the run- 
ning of it. This can best be achieved by 
patient government. 

A number of fires broke out on the maxi- 
mum disturbed female service of Central 
Islip State Hospital which is run without 
any restraint(1). Instead of taking away 
all matches we started patient government 
to handle the situation. 

The patients on the ward elect a vice- 
chairman, secretary and two committee 
members, by secret ballot. At first we con- 
sidered tampering with the ballot as some 
patients who appeared quite unsuitable 
were elected to office. Fortunately we did 
not do so, as many of these patients showed 
marked improvement while acting as of- 
ficials. 

The supervising psychiatrist takes the 
chair as only he is in a position to make 
immediate decisions. The personality of the 
doctor is important. He must show an in- 
terest in the patients and stimulate them to 
join in the discussion. Withdrawn patients 
must be encouraged to give their opinions 
as this helps to improve their self-esteem. 

Meetings are held on the ward each week 
and attendance is compulsory. Full parlia- 
mentary procedure is followed : 

1. Chairman calls meeting to order. 

2. Secretary reads minutes of previous 
meeting. These are discussed, ap- 
proved or disapproved. 

3. Committee reports. 

4. Old business. 

5. New business. 


1 State Hospital, Central Islip, N. Y. 


6. Suggestions and complaints for dis- 

cussion. 

7. Chairman adjourns meeting. 

At the commencement of the meeting 
any new patients are officially welcomed to 
the ward and the names of patients ap- 
proved for convalescent care since the last 
meeting are announced. 

Any questions or complaints concerning 
the ward, the service or the hospital are 
discussed. Food looms large among the sub- 
jects under consideration. If changes in the 
ward or service routine are practicable they 
are voted on. The doctor agrees to changes 
in the service where there is a good reason. 
If he is unable to do so he gives his reasons 
on a rational basis. If a matter comes up 
which affects the hospital as a whole and 
where the doctor feels that some change 
may be possible, he takes the matter up 
with the director of the hospital. If the final 
decision is favorable the patients are in- 
formed of it and if unfavorable the reason 
for the decision is given. 

We refuse to discuss the conduct and 
treatment of individual patients at the meet- 
ings. A common complaint is that “X is 
noisy and kept the ward awake all night. 
Please move her off the ward.” It is al- 
ways pointed out that this is a matter of 
treatment and is therefore something per- 
sonal between the patient and her doctor 
and cannot be discussed by the meeting. 
The same answer is given to questions such 
as “When am I going home ?” 

If a patient interrupts with rude remarks 
we immediately suspend the business of the 
meeting and hold her in contempt. She 
then may apologize or we hold a formal 
vote of censure. If the patient then refuses 
to apologize she must leave the meeting. 
An attendant will go out with her. Usually 
she will unload her hostility to the at- 
tendant, come back, apologize and be re- 
admitted to the fold. In this way she learns 
that she must fall in with the social mores. 
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At the end of the meetings refreshments 
are served and the doctor makes himself 
available for discussion of individual prob- 
lems. 

We tried combining several wards into 
one meeting but the patients then felt that 
they did not get the individual] attention of 
smaller meetings. The meetings make the 
patients feel like individuals rather than 


numbers and self-respect is enhanced 
among the elected officers. In this way pa- 
tient government is a useful form of group 
therapy. 
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COMMENT 


FIRST NATIONAL MEETING OF 
STATE COMMISSIONERS OF MENTAL HEALTH 


For the first time in history, commis- 
sioners who direct state mental health and 
hospital programs and/or those who func- 
tion as such under other titles, met as a 
national group October 18-21, 1958, at 
Kansas City, Mo., sponsored by the Ameri- 
can Psychiatric Association. Twenty-nine 
states were represented, and after the meet- 
ings, the following statement was issued : 

The forty-nine states are now spending 
over a billion dollars annually for the op- 
eration and construction of mental hospi- 
tals. In recent years the results of these 
heavy expenditures in personnel, research, 
and training are increasingly visible in 
better patient-staff ratios in mental hos- 
pitals, in decreasing hospital populations 
despite the highest admission rates in his- 
tory, and in the greatest number of dis- 
charges ever recorded. 

The commissioners are well aware of the 
pressures upon limited financial resources 
in the states to provide adequate education, 
highways, slum clearance, and the many 
important welfare services. They are fully 
cognizant of their responsibility for indi- 
cating the amount and priority of resources 
to be devoted to mental illness and health. 
They are aware that the cost of mental ill- 
ness to the nation in terms of employment 
lost and direct expenditures is over two 
and a half billion dollars a year. 

The commissioners have reviewed mental 
health needs in the light of such current 
trends as the new drug treatments, the 
development of special day and night hos- 
pital programs, the fruitful possibility of 
extending the open hospital concept, the 
expansion of group psychotherapy, and the 
better utilization of existing personnel. 

The commissioners affirm their belief that 
potential advances are notably promising 


and that NOW is the time to invest heavily 
in state mental health and hospital pro- 
grams. 

The commissioners unanimously agreed 
on the need for establishing a permanent 
organization to meet regularly and ex- 
change professional information, and ap- 
pointed an executive committee to work 
out details as follows: chairman, Dr. 
George Jackson, Kansas ; vice-chairman, Dr. 
Clifton Perkins, Maryland ; and Dr. Harold 
McPheeters, Kentucky ; Dr. Hayden Dona- 
hue, Oklahoma; Dr. Granville Jones, 
Arkansas ; Dr. Addison Duval, Missouri ; 
Dr. Cyril Ruilman, Texas ; Dr. John Davis, 
Pennsylvania ; Dr. Earl Holt, New Hamp- 
shire ; and Dr. John B. K. Smith, Alaska. 

A subcommittee is now preparing a con- 
stitution and by-laws, copies of which will 
be made available to commissioners and 
directors of state mental hospital programs 
prior to the first official annual meeting, 
tentatively scheduled for April 29, 1959, at 
Philadelphia, in conjunction with the an- 
nual meeting of the APA. All commissioners 
will be invited to participate in the pro- 
gram. At that time the constitution and by- 
laws will be adopted and officers for the 
association elected. 

The commissioners also expressed their 
purpose to seek the co-operation of The 
American Psychiatric Association in setting 
up the organization, and to collaborate with 
it in every practicable way. In support of 
the new group, Dr. Mathew Ross, APA 
Medical Director, has sent a memorandum 
outlining its development thus far to all 
commissioners of mental health, and a let- 
ter and announcement of its formation to 
the governors of states and territories. 

George W. Jackson, M.D., 
Topeka, Kan. 
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PSYCHIATRIC TRAINING PROGRAMS FOR 
GENERAL PRACTITIONERS 


By appropriating more than a million 
dollars for the psychiatric teaching and 
training of practicing physicians the 85th 
Congress has sought to alleviate the short- 
age of psychiatrists which has so often 
been publicized. The Congress has allo- 
cated these funds to the National Institute 
of Mental Health for distribution to recog- 
nized centers of residency training for the 
teaching of psychotherapeutic medicine 
and the training of physicians for careers 
in psychiatry. 

Although the National Institute of Men- 
tal Health and the teachers of psychiatry 
share the primary responsibility of imple- 
menting this program, all members of The 
American Psychiatric Association are urged 
to lend their assistance by informing their 
medical colleagues of this new opportunity 
for participating in postgraduate courses of 
teaching or training in psychiatry. 

This allocation of funds for the psychi- 


atric training of practicing physicians is a 


new development in the history of Ameri- 
can psychiatry. Like all new developments 
it will be opposed by those who resist any 
change from the status quo or who for other 
reasons are at variance with this program 
as it has been outlined. It may pose new 
problems for psychiatric residency train- 
ing centers in processing the applications 
of physicians already experienced in the 
practice of medicine. It may pose additional 
problems in the training pregrams which 
have been designed for those not having 
any previous experience in medical prac- 
tice. The association of medical practi- 
tioners with other psychiatric residents may 
also prove to be a wholesome influence in 
maintaining psychiatry as a specialty with- 
in the field of general medicine. It is an in- 
teresting and challenging development 
from which psychiatry may be enriched 
and relieved of some of its burdens because 
of shortages of personnel. 
Leo H. Bartemeier, M.D., 
Baltimore, Md. 


SHOP TALK 


Notices of special meetings are very 
often received too late for publication so as 
to appear in the news columns before the 
dates of the meetings. Announcements of 
important meetings must be in the editorial 
office at the latest on the first day of the 
month for appearance in the following 


month’s issue of the JourNAL. It is desirable 
that a notice should appear in the issue of 
the month preceding that of the meeting. 
For instance a news item announcing a con- 
ference in June should be received in the 
editorial office by the first of April in order 
to appear in the May issue. 


GOD FACTORY 


The universe is a machine of which the essential function is to make gods. 


—BERGSON 
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NIMH Trarinc ProcraM For Puyst- 
cians.—For the first time the National In- 
stitute of Mental Health is offering grant 
support (with funds available during the 
fiscal year 1959) to psychiatric training 
institutions giving postgraduate courses to 
general practitioners and physicians en- 
gaged in the practice of medicine other 
than psychiatry. 

The new program has two purposes: 1. 
To provide some psychiatric training for 
physicians who wish to continue practicing 
in their own fields ; 2. To give support for 
psychiatric residency training to physicians 
who wish to become psychiatrists. 

Grant support will be made to medical 
schools, hospitals, clinics and medical and 
psychiatric societies offering courses, in- 
stitutes and seminars to physicians in the 
first category, but will not cover fees, sub- 
sistence, or travelling expenses. Two ex- 
amples of programs which would possibly 
serve as guidelines for a grant support lia- 
ison are : 

1. A series of 6 seminars on “Psychiatry 
for the General Practitioner” held at the 
Carrier Clinic, Belle Meade, N. J., spon- 
sored by the N. J. Chapter of the American 
Academy of General Practice, the Mental 
Health Committee of the Medical Society 
of New Jersey, and the N. J. Neuro-Psychi- 
atric Institute. 

2. The postgraduate seminar, “Psychi- 
atric Problems in General Practice” spon- 
sored jointly by the Southern California 
Psychiatric Society, a District Branch of 
The American Psychiatric Association and 
the General Practice Section of Los An- 
geles County Medical Association. 

Physicians in the second category are 
eligible for grants up to $12,000 a year. 
The NIMH will make awards through the 
training institution accepting them as can- 
didates, and the level of payment will be 
determined by the institution. 

Inquiries about the program should be 
sent to Dr. Seymour D. Vestermark, Chief, 
Training Branch, National Institute of Men- 
tal Health, Bethesda 14, Maryland. 


Dr. VesTERMARK CiTeED By AMERICAN 
Psycuiatric AssociaTion.—The Association 
has presented Dr. Seymour D. Vestermark 
with a Certificate of Achievement based 
on his work at the Public Health Service's 
National Institutes of Health in Bethesda. 
He has served as Chief of the Training 
Branch of the N.I.M.H. for the past 10 
years. Dr. Vestermark was cited as having 
“exerted, during his assignment, a greater 
influence in the field of psychiatric train- 
ing than any other person. For a decade 
Dr. Vestermark has, by virtue of his per- 
sonality, his sound psychiatric background, 
his constructive imagination, and his sound 
judgment in the distribution of public 
moneys made available for this purpose 
by the Congress of the United States, 
stimulated markedly the undergraduate 
training of medical students in the field of 
psychiatry and the further development of 
psychiatric residency training.” 


MANHATTAN Society FOR MENTAL 
Grants, 1958.—Three grants for 
psychiatric research were made totalling 
$14,000 as follows: To Manhattan State 
Hospital for research conducted by Dr. 
Herman C. B. Denber; To Creedmoor 
State Hospital for research conducted by 
Irwin Fand, Ph.D.; To Creedmoor State 
Hospital for work conducted by Dr. Lau- 
retta Bender. 

The Manhattan Society for Mental 
Health is affiliated with the State Society 
for Mental Health (State Charities Aid 
Association) and the National Association 
for Mental Health. 


CANADIAN MENTAL HEALTH ASSOCIATION 
MEeETING.—The 41st annual meeting of the 
C.M.H.A. will be held at the Chateau 
Laurier in Ottawa June 2, 3, 4, 1959. 

The meeting this year will largely com- 
prise special committee and board meet- 
ings with the annual meeting of the 
membership taking place at a banquet in 
the Hotel on the evening of June 3rd. 
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For further information address J. D. 
Griffin, M.D., General Director, Canadian 
Mental Health Association, 732 Spadina 
Ave., Toronto, Canada. 


A PHARMACOLOGICAL APPROACH TO THE 
Srupy or Minp.—A conference on “A Phar- 
macologic Approach to the Study of the 
Mind” was co-sponsored by the University 
of California School of Medicine, as part 
of the postgraduate program of the depart- 
ment of continuing medical education, and 
by the Langley Porter Neuropsychiatric In- 
stitute, on the University campus, San Fran- 
cisco, January 25-27, 1959. The program 
chairmen were Robert M. Featherstone, 
professor and chairman of the department 
of pharmacology at the University; and 
Alexander Simon, professor and chairman 
of the University’s department of psychi- 
atry, and medical superintendent of the 
Langley Porter Neuropsychiatric Institute. 

This unusual course was attended by over 
500 professional people, including psychi- 
atrists, pharmacologists, anesthesiologists, 
general practitioners, nurses and psycholo- 
gists. The approach to the problems of 
mental illness was an interdisciplinary one. 

On the first day 4 speakers outlined the 
main problems : Seymour S. Kety, on “Cere- 
bral Circulation and Metabolism” ; Sidney 
Udenfriend, on “Psychochemistry” ; Joel 
Elkes, on “Psychopharmacology” ; and Wil- 
liam Malamud, on “A Clinical Approach to 
Mental Diseases.” These papers were dis- 
cussed by Bernard B. Brodie and Jonathan 
O. Cole. 

The second day the 2 panel discussions 
focused on non-empiric approaches from 
the basic sciences, with Ernest Kun as 
moderator ; and problems of research de- 
sign and clinical evaluation, with Ralph W. 
Gerard as moderator. The pharmacology 
of the tranquilizers was explained by 
Thomas N. Burbridge, and the therapeutic 
approaches by Lester H. Margolis and N. 
W. Winkelman, Jr. 

The third day began with a panel dis- 
cussion of the hallucinogens, with James M. 
Dille as moderator, followed by presenta- 
tions on the psychic energizers—their phar- 
macology, by Akira Horita, and their thera- 
peutic use, by Nathan S. Kline and Henry 
V. Agin—with Alexander Simon as moder- 


ator of the concluding panel discussion. 

A highlight of the conference was an 
address by Aldous Huxley at the January 
26th dinner meeting, in which he discussed 
“the social, ethical, and religious implica- 
tions of the new biochemico-psychological 
techniques which are making it possible 
to act directly on the human organism 
rather than, as was the case with earlier 
revolutions, on the environment with a hope 
of changing behavior indirectly.” 

A grant from Lakeside Laboratories, Inc., 
helped to finance the conference, whose 
proceedings are to be published this sum- 
mer by Charles C Thomas. 


Dr. ABRAHAMSEN VISITING PROFESSOR AT 
New For Sociat Researcu.—Dr. 
David Abrahamsen, consultant to New 
York State’s Department of Mental Hy- 
giene, has been appointed visiting profes- 
sor at the School's Graduate Faculty of 
Political and Social Science. 

Dr. Abrahamsen was born in Norway 
and before coming to the United States in 
1940 he had served as psychiatrist in the 
Department of Justice in Oslo. He has been 
engaged in research in a number of institu- 
tions in this country, including Bellevue 
Hospital and Columbia University in New 
York, and Sing Sing Prison, and as psychi- 
atric expert in numerous court cases. 


Psycuiatric Researcu Reports No. 10. 
—The tenth volume in this series of reports 
consists of papers and discussions pre- 
sented at the Regional Research Confer- 
ence of the APA held at Columbus, Ohio, 
February 24-25, 1958. This volume, en- 
titled Social Aspects of Psychiatry, is edited 
by Drs. Benjamin Pasamanick and Peter 
H. Knapp. 

Copies may be ordered from Psychiatric 
Research Reports, American Psychiatric 
Association, 1700 Eighteenth St., N. W., 
Washington 9, D. C. Price $2.00. 


Scrence Apstracts or Cutna.—The first 
issue of Biological Sciences, one of the five 
sections of Science Abstracts of China is 
now available, and gives abstracts in Eng- 
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lish of Chinese articles in this field ranging 
from anatomy through physiology, micro- 
biology, to zoology and runs to 207 pages. 

The other four sections are titled Mathe- 
matical and Physical Sciences, Chemistry 
and Chemical Technology, Earth Sciences, 
and Technical Sciences. For further infor- 
mation write to the Institute of Scientific 
Information, Academia Sinica, 117 Chao 
Yang Men St., Peking, China. 


RorscHach SeMINARS, UNIVERSITY OF 
Cuicaco.—Two workshop seminars will be 
given, summer, 1959. 1. The Foundations. 
Technique of administering, scoring, and 
interpretation, July 6-10. 2. Advanced 
Clinical Interpretation. Differential test 
patterns in a variety of maladjustments. 
Treatment implications in adults and in 
children, July 13-17. 

Dr. S. J. Beck will conduct both seminars. 
For information write to Rorschach Work- 
shops, Dept. of Psychology, The University 
of Chicago, Chicago 37, Ill. 


AMERICAN BoarpD OF PsyYCHIATRY AND 
Nevuro.tocy, Inc.—The American Board 
wishes to announce that it is now under- 
taking sub-specialty Certification in Child 
Psychiatry for those child psychiatrists 
meeting the required standards. Further 
information may be obtained by writing 
Dr. David A. Boyd, Jr., Secretary-Treasur- 
er, American Board of Psychiatry and Neu- 
rology, Inc., 102-110 Second Avenue S. W., 
Rochester, Minn. 


Dr. BANDLER Heaps Psycuiatry at Bos- 
TON Unrversiry.—Dr. Chester S. Keefer, 
dean and director of the School of Medi- 
cine, Boston University, announces the 
appointment of Dr. Bernard Bandler of 
Cambridge, Mass., president-elect of the 
American Psychoanalytic Association, as 
chairman of the department of psychiatry 
at the School of Medicine. Dr. Bandler has 
also been named psychiatrist-in-chief of 
the Massachusetts Memorial Hospitals. He 
has been associated with the school and 
with the hospital since 1947, 


Deatu or Dr. Tomasson, Reyxya- 
vik, IceLanp.—A letter from Dr. Oscar E. 
Hubbard, Professor of Psychiatry, Univer- 
sity of Mississippi Medical School, who 
spent a year in Iceland, 1952-53, contains 
the. following: Dr. Halgi Tomasson died 
of a coronary attack on August 2, 1958. Dr. 
Tomasson was the dean of psychiatry in 
the country of Iceland. He was the director 
of the country’s 258-bed mental hospital 
and was head of the psychiatric teaching 
program in the Medical School of the Uni- 
versity. Dr. Tomasson was interested in the 
relationship of heredity to mental illness. 
He was taking full advantage in pursuing 
his research of the unique opportunity af- 
forded him by the existence of his small, 
relatively isolated country where individual 
families can be followed for generations in 
all their ramifications. 


Dr. To Direct Mentat Hycrene 
Cauirornia.—Governor Brown of Cali- 
fornia has announced the appointment of 
Dr. Daniel Blain as State Director of Men- 
tal Hygiene effective March 1 this year. 
Dr. Blain’s offices will be at the capital, 
Sacramento. He will direct his psychiatric 
manpower project from there. He will also 
continue a consultant relationship with the 
Western Interstate Conference on Higher 
Education. 


New State Scuoot at West SENECA, 
New Yorx.—Dr. Paul H. Hoch, New York 
State Commissioner of Mental Hygiene has 
announced that Governor Rockefeller’s 
budget includes a 13 million dollar appro- 
priation for the construction of a new state 
school for the retarded in West Seneca, 
Erie County, New York. The completion of 
those buildings necessary for operation of 
a working unit will make new beds avail- 
able for nearly 1,000 patients. 


FeLLowsnirs iy Human Ecor- 
ocy.—Dr. John E. Deitrick, Dean of Cornell 
University Medical College, announces the 
establishment of the Anne Parrish Titzell 
Fellowships in human ecology and its re- 
lation to health. Three fellowship appoint- 
ments will be made annually, each for a 
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2-year term. Applicants will have com- 
pleted one or more years of graduate work 
in internal medicine, neurology, psychiatry, 
preventive medicine, or public health. 

The stipend is $4,500 the first year, 
$5,000 the second with additional $500 per 
annum for each dependent. For further in- 
formation write to Dr. E. Hugh Luckey, 
Chairman of the Dept. of Medicine, New 
York-Cornell Medical Center, 525 East 68th 
St., New York 21, N. Y. 


Dr. Howarp Masters.—The 
death of Dr. Masters, president of Tucker 
Hospital, Inc., of Richmond, Va., occurred 
Jan. 27, 1959. A native Virginian, Dr. Mas- 
ters had attend Randolph-Macon College 
and after graduating in medicine from the 
Medical College of Virginia, took further 
training at the New York Neurological In- 
stitute. 

In 1929 he came to Richmond as assistant 
to Dr. Beverley R. Tucker (former house 
man to Weir Mitchell) at the hospital he 
had founded, eventually succeeding him as 
head of that institution. In 1939 Dr. Masters 
was appointed associate professor of psy- 
chiatry at the Medical College of Virginia. 
For his many professional and public serv- 
ices he received the LL.D. degree from 
Randolph-Macon College. In 1953 he was 
appointed to the College of Electors of the 
Hall of Fame of Great Americans. He had 
been a Fellow of The American Psychiatric 
Association since 1930. 


AMERICAN Society OF ADLERIAN Psy- 
cHoLocy.—The Society will hold its annual 
meeting on May 2 and 3, 1959. The scien- 
tific conference will be held on May 2 at 
the Henry Hudson Hotel, N. Y. C. On the 
morning of May 3, there will be a panel 
discussion at 333 Central Park West, 
N. Y. C. 

For further information write to Dr. 
Bernard H. Shulman, Secretary, 6 North 
Michigan Ave., Chicago 2, II. 


501rH ANNIVERSARY OF THE NEUROLOGICAL 
InstiruTE.—The year 1959 will mark the 
50th anniversary of the founding of The 


Neurological Institute of New York, the 
first hospital in the Western Hemisphere 
specifically set up as a specialty hospital 
for the medical and surgical treatment of 
the nervous system. In 1929 the Neurologi- 
cal Institute became affiliated with the Pres- 
byterian Hospital of New York as a part 
of the Columbia-Presbyterian Medical Cen- 
ter. 

To commemorate the Institute’s 50th an- 
niversary, a series of special events is being 
planned by Columbia University and the 
Presbyterian Hospital, and by various so- 
cieties in the fields of neurology and neuro- 
surgery. 

On March 10 at the New York Academy 
of Medicine there will be a joint meeting 
of the New York Neurological Society and 
the Section of Neurology and Psychiatry 
of the Academy of Medicine, with a spe- 
cial program honoring the occasion. 

On April 27 and 28, the Society of Neu- 
rological Surgeons, the senior neurosurgical 
society in America and the oldest in the 
world, will hold its 50th meeting at the 
Neurological Institute to honor the Insti- 
tute’s 50th anniversary. 

A special 50th anniversary celebration 
will be held at the Columbia-Presbyterian 
Medical Center on Friday and Saturday, 
May 15 and 16. Scientific sessions at which 
distinguished alumni and guests will speak 
will be held Friday morning and afternoon. 
Luncheon will be served to all alumni and 
guests. Friday evening there will be a com- 
memorative dinner in the Sert Room of the 
Waldorf-Astoria Hotel. Culmination of the 
50th anniversary celebration will take place 
Saturday morning, May 16, at the Colum- 
bia-Presbyterian Medical Center with a 
special convocation of Columbia University 
and the Presbyterian Hospital in honor of 
the Neurological Institute. 


EasTeRN Psycuiatric Assoc. 
—The 18th Scientific Meeting of the East- 
ern Psychiatric Research Association wil] 
take place at the New York University 
Medical School, Alumni Hall “B,” Friday, 
April 24, 1959 at 8:00 P.M. 

The program will consist of a film, Mi- 
graine Equivalents ; Remarks on ECT, by 
Ugo Cerlettic, M.D., Rome, Italy ; Abnor- 
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mal Cerebral Transmission and Psychosis, 
by Amadeo Marazzi, M.D., Pittsburgh, Pa., 
and a general discussion from the floor of 
the question “Drugs in Psychiatry : which 
are you actually using in your practice ? 
Discuss method of administration, dosage, 
results, complications and precautions.” 

For further information write to David 
J. Impastato, M.D., 40 Fifth Ave., New 
York, N. Y. 


Fimst Davi C. Wirson Lecture Psy- 
cHiaTry.—On Thursday, May 14, 1959, Dr. 
William Malamud, President of The Ameri- 
can Psychiatric Association and Research 
Director of the National Association for 
Mental Health, will present the first David 
C. Wilson Lecture in Psychiatry, at the Uni- 
versity of Virginia School of Medicine, 
Charlottesville, Va. Dr. Malamud’s subject 
will be “Current Research in Psychiatry.” 
The lecture is open to all members of The 
American Psychiatric Association and other 
interested professional persons. 

This is the first of a series of lectures 
which has been established at the Univer- 
sity of Virginia School of Medicine in honor 
of Dr. Wilson, who was chairman of the 
department of neurology and psychiatry 
there for 26 years, and has been professor 
of neurology and psychiatry for 30 years. 
Upon his retirement as chairman, in Janu- 
ary, 1956, the David C. Wilson Society was 


SAYINGS OF CONFUCIUS 


established, and this lecture is sponsored 
by this Society with the assistance of a 
grant from the Mona Bronfman Sheckman 
Foundation. 


NIGHTINGALE Exuisit AT CONVENTION OF 
NATIONAL LEAGUE FoR NursinG.—An exhibit 
of Florence Nightingale photographs, origi- 
nal letters, books, and personal possessions 
will be a feature of the National League for 
Nursing Convention, May 11-15, in Phila- 
delphia. The exhibit, to be held in the Uni- 
versity of Pennsylvania Museum near 
Convention Hall where main convention 
sessions are also scheduled, will open with 
a preview for NLN members and friends 
on Sunday afternoon, May 10, from 4-6 p.m. 

The exhibit will highlight Miss Night- 
ingale’s contributions to nursing, in recog- 
nition of the May 12 anniversary of her 
birth and the forthcoming 100th year an- 
niversary of the founding of the first Night- 
ingale School of Nursing in London. At the 
NLN banquet Thursday evening, May 14, 
William J. Bishop, English historian who has 
spent many years researching Miss Night- 
ingale’s life and letters, speaks on “Florence 
Nightingale—Her Message for Today.” 

NLN’s interdivisional councils—occupa- 
tional health, maternal and child health, 
practical nursing, and psychiatric and men- 
tal health nursing—will fill program sessions 
Tuesday, May 12. 


To know what you know and know what you don’t know is the characteristic of one 


who knows. 


The superior man understands what is right; the inferior man understands what will 


sell. 


about something. 


The superior man is always candid and at ease; the inferior man is always worried 


The superior man is dignified but not proud; the inferior man is proud, but not 


dignified. 
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Cup Psycutatry. 3rd ed. By Leo Kanner, 
M.D. (Springfield: Charles C Thomas, 
1958. $9.50.) 


It would usually be quite unnecessary to re- 
view the Bible. Kanner’s Child Psychiatry, 
however, is the kind of Bible in its field which 
concerns itself not only with the past, but also 
keeps current with changes and new trends. 
The recently issued third edition is even more 
complete and if possible, more authoritative 
and dynamically oriented than its predecessors. 
It would seem to have quite adequately 
achieved the author's avowed desire in this 
edition to provide a perspective on the prob- 
lems of children. 

The current edition is divided into 4 parts 
—history of child psychiatry, basic orientation, 
clinical considerations and phenomenology. 
The last part has 3 sections—personality prob- 
lems arising from physical illness, psychoso- 
matic problems and problems of behavior. A 
particularly valuable aspect of the book’s treat- 
ment of these facets of work with the mental 
and emotional problems of children is the 
presentation of the viewpoints of the sounder 
schools’ thought in these matters. This adds 
to the comprehensive nature of the book, giv- 
ing it an encyclopedic quality and increasing 
its value as a reference volume. 

An interesting added perspective on the 
movement in child psychiatry is available by 
comparing the first edition with the third. 
Twenty-three years and nine printings later it 
is noteworthy that the investigative emphases 
are increasingly placed on the earlier years of 
life and on therapy. At the same time there 
is the sobering realization that in all these 
years almost nothing has been added to the 
area of prevention. 

One might wish that in a future edition 
there could be included a fuller review of the 
more recent additions and modifications in the 
instinct theory. Also, it would be helpful if the 
material on the technique of therapy could 
be pulled together more comprehensively in- 
stead of being spread out in different sections 
of the volume. 

As usual, this edition, like its predecessors, 
is replete with pithy and witty Kannerisms. 
Such concepts as “noodle soup psychiatry,” 
the classification of physicians’ attitudes and 
the abundant anecdotal material make this not 
only an informative but also a readable source 
book. Its easy, down-to-earth and uncompli- 
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cated style make its information available out- 
side the psychiatric field to all those in the 
other helping professions whose work deals 
with children. 
S. Lourie, M.D., 
Children’s Hospital 
Washington, D. C. 


A Puysician Looxs at Psycmatry. By 
Jacques M. May, M. D. (New York : The 
John Day Company, 1958, pp. 189. 
$3.50.) 


From a survey of the APA directory, Dr. 
May concludes that two-thirds of our mem- 
bers “are concerned only with cases whose 
disturbance is mild enough for office visits and 
whose bank accounts are large enough to af- 
ford them”. He seems to think that American 
psychiatry is a captive of psychoanalysis. Thus, 
he writes that, “the student, if he wants to get 
any place in psychiatry, has to undergo long 
and costly psychoanalytic training”. Most phy- 
sicians, he feels, can deal professionally with 
their colleagues on the basis of equality. When 
dealing with a psychiatrist, the physician-pa- 
tient “is made to feel like a layman”. He re- 
sents the fact that some psychotherapists refuse 
to give professional courtesy (financial) to 
other physicians. 

His major indictment is that psychiatry is 
not a branch of medicine at all. He asserts 
that psychiatrists ignore physiologic or bio- 
chemical factors in favor of metaphysical, so- 
cial or cultural ones. He believes that love, 
hatred, hurt pride and laughter are all ex- 
plained in terms of tissue pathology, hormonal 
imbalance, muscle reaction and the like. He 
fears that deep analysis will “cast a beam of 
light into depths” that had best remain dark 
because the emotions that are buried are those 
that would make survival difficult, He de- 
plores the fact that the American Board of 
Psychiatry and Neurology does not require 
the applicant to show proficiency in. genetics 
or biochemistry. 

He arraigns the psychiatrist for “enjoying 
the patient's subservience” to him, and finds 
something morbid in an affective psychiatrist- 
patient relationship. In such a relationship, 
says Dr. May, “the patient surrenders his 
judgment, his time, and a considerable pro- 
portion of his income”. He scolds this Journal 
because, he estimates, some “60 to 80% of its 
papers deal with problems that by-pass the 
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structure of the tissues”. Dr. May asserts that 
all other branches of medicine have made 
great strides since the turn of the century. 
Psychiatry, he thinks, has gone backwards. 
This, he szys, is due to our loss of interest in 
organic and structural explanations of illness. 

Dr. May’s dragonnade of modern psychiatry 
seems inexplicable until you read of his per- 
sonal tragedy. He had two mentally defective 
sons, and he was referred to an analyst. This 
doctor implied that the children’s difficulties 
were due to parental rejection, and that 
“treatment included psychoanalysis for my wife 
and myself, plus sessions with the children that 
would run into costs two or three times my 
income”. He was also led to believe that he 
was guilty of aggravating the children’s illness 
if he could not raise the money for this pro- 
gram. Dr. May was further outraged by the 
fact that at no time did any psychiatrist or 
guidance clinic display interest in possible 
organic factors. There were no useful EEG 
findings, no exploration of suprarenal bio- 
chemistry, no investigation of thyroid or other 
endocrine function, no study or blood groups 
or blood fractions, nothing which, to his mind, 
would have indicated that psychiatry was a 
branch of medicine. 

This hard-hitting book, tinged with errors, 
is written in a mood of hostility toward us who 
have failed him in his desperate need. It is not 
100% wrong. While many statements are in- 
accurate, others come close enough to the truth 
to make us uncomfortable. It might be well 
for us to meditate on the few kernels that re- 
main when the tincture of wormwood is 
poured off. 

Henry A. Davinson, M. D., 
Cedar Grove, N. J. 


Founpations oF 6th Ed. 
By Stanley Cobb, M.D. (Baltimore : Wil- 
liams & Wilkins, 1958, pp. 313. $5.00.) 


In this 6th edition, Dr. Stanley Cobb again 
brings up to date his brief, clear and simple 
presentation of fundamental anatomy, physi- 
ology and pathology as they relate to psychi- 
atry and neurology. 

The changes made from the 5th edition 
(1952) are chiefly additions of recent ad- 
vances. Sensory perception is now known to be 
centrally modulated and our brain models 
have to become active and dynamic. Neuro- 
chemistry has advanced enough over 10 years 
to get a mention. Affective behaviour under 
neocortical influence now includes erotic pleas- 
ure, grooming and receptivity, at least in some 
experimental animals. Large adrenal glands 


and more noradrenalin have been found in 
wilder animals with more fight in them. A 
radical change in our conception of brain 
mechanisms has followed the demonstration of 
non-specific thalamo-cortical projection systems 
and the reticular activating system. Studies 
of animal behaviour are reworking the field 
of instinct. A useful discussion of pain mech- 
anisms has been added. The 1958 edition, then, 
continues to maintain this textbook as an ex- 
cellent overall survey of these fields for the 
undergraduate and the postgraduate student. 

Further, and of no less importance, this 
edition will keep the broad experience and 
classical outlook of Dr. Stanley Cobb before 
another generation of students in these chang- 
ing times when schools of psychiatric thought 
are ranging so widely that they may some- 
times neglect or ignore the basic contributions 
that these sciences make. Sir Francis Walshe 
has pointed out that psychological problems 
find a proper place in medicine under the 
aegis of historical science rather than within 
the natural sciences, and that the related realm 
of natural science is “that physiological psy- 
chology which has sense data to observe and 
classify in the forms of nervous and muscular 
activity which are the physical expression of 
current mental causes.” Dr. Cobb observes this 
distinction and does not include data from the 
historical or mathematical methods of the psy- 
chological and social sciences. His book might 
have been titled “Foundations of Psychiatry 
within the Natural Sciences.” 

He has added a monistic point of view which 
is his useful basis for proceeding to an holistic 
and ecological form of modern medicine. As he 
states explicitly, he believes his 3 basic as- 
sumptions still hold true in 1957. These are : 
1. That no biological process goes on without 
a change of structure ; 2. Whenever the brain 
functions there is an organic change ; and 3. 
The brain is the organ of mind. 

ALLAN WatTERs, M.D., 
Toronto, Ont. 


ABORTION IN THE UniTeD States. Edited by 
M. S. Calderone, M. D. (New York : Hoeb- 
er-Harper, 1958, pp. 224. $5.50.) 


Psychiatric reasons are the commonest justi- 
fication for therapeutic abortion these days. In 
most states and provinces, an abortion may be 
done only to save the life of the mother. A 
threat to her sanity, stability or physical health 
is not a legal justification so long as a full-term 
pregnancy will not destroy her life. Many psy- 
chiatrists will certify that an unwanted preg- 
nancy may lead to suicide and thus imply that 
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the abortion is a life-saving measure. Sometimes 
the propriety of such certification is question- 
able, since the real reason for the abortion may 
be humanitarian or social. In April 1955, a 
conference on the general subject of abortion 
was held under the sponsorship of the New 
York Academy of Medicine, and this book is 
the report of that meeting. 

The psychiatrists present were divided as 
to the increasing use of psychiatric justifica- 
tion. Some said that this was a good thing 
because concern about the woman’s future, 
the child’s potential and the total family pattern 
was a legitimate psychiatric consideration. 
Others said that psychiatrists should stick to 
the practice of medicine and stop trying to be 
sociologists or prophets. There was argument 
as to which was the greater threat to a woman’s 
emotional health : an unwanted pregnancy or 
guilt over an abortion. There were some cyni- 
cal comments on the fact that the psychiatric 
justifications were found more often in private 
patients than in ward patients. 

Some took the position that the major psy- 
choses were not aggravated by pregnancy, and 
that pregnancy was not made hazardous by 
the psychoses. Thus, psychoses do not justify 
abortion ; and therefore, no psychiatric syn- 
drome does. Others vigorously rejected this 
syllogism. 

The book includes a discussion of the broad- 
er humanitarian and social justifications for 
abortion in Scandinavia, and a review of the 
ethical problems facing the physician who 
feels an abortion is medically justified. Also 
included : some revealing statistical data ; the 
experiences of a “competent abortionist,” and 
the special features of abortion laws and prac- 
tices in several other countries, Most of the 
discussion, including much interesting give- 
and-take, is recorded verbatim. While this 
results in some duplication and overlap, it 
also makes the text more human. In all, a 
thought-provoking volume. 

Henry A. Davinson, M.D., 
Cedar Grove, N. J. 


Grove Processes: TRANSACTIONS OF THE 
Tarp Conrerence. Edited by Bertram 
Schaffner. (New York: Josiah Macy, Jr. 
Foundation, 1957. pp. 327. $4.00.) 


Oriented around the unifying theme of 
“persuasion,” the Third Conference on Group 
Processes of the Josiah Macy Foundation brings 
together a distinguished group of participants 
from the fields of psychiatry, biology, psy- 
chology, sociology, and anthropology. The in- 
formal discussion-group format of previous 


conferences is continued and again the inter- 
action of speaker and discussants is reported 
in full. The 4 presentations from which the 
respective discussions proceed (“Interpersonal 
Influences Within the Family” by John Spiegel, 
“Interpersonal Persuasion” by Erving Goff- 
man, “Further Studies on Maternal-Neonate 
Interrelationships” by Helen Blauvelt, and 
“Chinese Communist Thought Reform” by 
Robert Lifton) are not polished papers. These 
presentations represent the provocative as- 
pects of on-going research. Tentative termin- 
ology and conceptualization are sharpened and 
refined as the group questions and criticizes. 
The “persuasion” process within the group is 
transactional ; attitudes and points of view of 
discussants also undergo change. 

These transactions are the picture of a group 
creatively at work. In addition to the intel- 
lectual stimulation which they afford, the style 
of reporting goes a long way toward capturing 
the spontaneity of the meetings. 

BERNARD LusIn, Pu.D., 
Madison, Wisc. 


Tue Inu. By Joseph Fox. (New 
York: Philosophical Library, Inc., 1957. 
pp. 229. $3.95.) 


From his experience as a sociologist and as 
an administrator, the author has written a 
thoughtful and lucid treatise on the problem of 
the chronically ill. The voluminous and scat- 
tered literature on the subject has been culled 
for an up-to-date and realistic presentation of 
the problem. The author has succeeded in 
communicating the personal meaning which 
long-term, irreversible illness has to those who 
are afflicted by it, and the impact which it has 
on their families, the community, and the 
nation. In addition, he does not permit us to 
forget that the ultimate goal involved in all 
planning for the chronically ill is the rekindling 
of the individual's sense of dignity. 

The chapter headings reflect the compre- 
hensiveness of the writing: The Scope of 
Chronic IIIness, What are the Chronic Illnesses, 
A Crisis for the Individual, Caring for Long- 
term Disabilities, Taking up Life Again, Age 
and Chronic Illness, Sociological Aspects of 
Chronic Sickness, and Medical and Institu- 
tional Planning for Prolonged Illness. Chapter 
references, a 98 item general bibliography, 
and a glossary are provided. 

This book will be of interest to professional 
people in many fields and will be of special 
interest to the physician. 

BERNARD Lusin, Pu.D., 
Madison, Wisc. 
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Beyonp Frevup. By Camilla M. Anderson, 
M.D. (New York: Harper & Bros., 1957. 
$4.00.) 


If anything of certainty can be said about 
this book, it would be the absence of modesty 
of purpose. In the Preface, the author states : 
“There is a need for a valid theory of behavior, 
couched in a simple vocabulary that is com- 
prehensive enough to include all behavior— 
which passes for normal as well as the un- 
healthy or abnormal. Such a theory is pre- 
sented here, together with a manner of ap- 
proaching human problems that I hope will 
assist toward mental health.” In another para- 
graph she writes, “While this book attempts to 
provide a simple yet comprehensive approach, 
it is meant also to challenge the thoughtful 
attention of mature students in all branches 
of the humanities.” 

At the outset, the author states that there 
are inconsistencies and contradictions in Freu- 
dian theory, and she asserts that she finally 
evolved a new theory of behavior which was 
comparable, in some conclusions, “to the 
theories of Pavlov, Korzybski, Sullivan, Krish- 
namurti, Horney and others,” but adds that 
her concepts were arrived at independently. 
The author further indicates that she would 
“sketch his [Freud’s] salient views together 
with clarifying comments.” Instead she pre- 
sents a series of vague, sharp criticisms, ap- 
pearing at random throughout the book and 
overshadowing the occasional portions of the 
text which could have had some interest for 
some laymen. 

Even in the final chapter dealing with Re- 
ligion and Psychiatry, a relatively new and 
important field, where it was hoped that much 
would be discussed from many viewpoints, the 
author again finds it necessary to deviate from 
the subject for the purpose of attacking Freud 
and psychoanalysts. She writes : “In more re- 
cent times the feeling of superstition has 
dwindled, but there still has been a fear of 
psychiatry because it was felt that religion 
and psychiatry are inimical to one another. 
Faced with a choice between the dogma of 
a religion with which they were familiar or 
the dogma of Freudian psychiatry, most people 
preferred religion. On the other hand, there 
were increasing numbers who embraced the 
‘Freudian religion’ wholeheartedly. Perhaps the 
greatest number of people were embracing it 
without knowing they were even being ex- 
posed to it, for this new religion was infiltrating 
into the schools, the movies, into books for par- 
ents, and to some extent even into churches. 
Everyone who wished to be considered en- 


lightened genuflected to Freud before he could 
proceed with the business at hand. The psy- 
choanalysts became in large measure the ‘high 
priests’ of this new religion, and the psychi- 
atrists were their first assistants.” Expressions 
of this kind are hardly worth any comment, 
although one might refer to Quintillian’s 
words : “Damnant quod non intelligent” (They 
damn what they do not understand). 

Frequently it becomes difficult to follow the 
logic of the author. For instance, she writes 
that soul-saving has to do with “perpetual sur- 
vival”; she also argues that survival or self- 
preservation is the focus or goal of all be- 
havior and that the psyche is “geared toward 
survival of the person.” The author concludes 
that “psyche and soul” are identical and they 
are both devices for achieving survival. She 
further adds that “therefore, psychiatric ill- 
nesses are illnesses of the soul.” However, it is 
to be understood that the author does not use 
the term soul in its religious or sacred conno- 
tations, but merely as reflecting another vague 
concept equivalent to her concept of the 
psyche. 

The book essentially presents a disorganized 
attempt to attack “Freudians” and “Freudian 
theory,” an inadequate and surprisingly er- 
roneous discussion of certain psychoanalytic 
ideas and a presentation of psychiatric con- 
cepts which have nothing essentially new. It 
is replete with trite remarks, vague and mean- 
ingless generalizations and indignant and pro- 
longed attacks against, or redundant procla- 
mations of support for the obvious. 

The book may be of interest to the layman 
who is seeking support for his own anti-Freu- 
dian views, regardless of their validity, but it 
merits little attention from the more intelligent 
reader, or the serious student of psychiatry and 
the allied professions. 

BERNARD M.D., 
New York, N. Y. 


La PsycHoaNALyse Edited by 
N. Nacht. (Paris : Presse Universitaire de 
France, 1956. 2 vols. 1. 400 fr.) 


These two volumes entitled Psychoanalysis 
Today are more or less the synthesis of the 
present day psychoanalytic knowledge as 
viewed by prominent members of the Paris 
Institute of Psychoanalysis, i.e. Nacht, Pashe, 
Lebovici, Male, Bouvet, Racamier, Schlum- 
berger, etc. They contain the major areas of 
analytic interest, e.g. problems of technique, 
child analysis, psychosomatic medicine, the 
problem of early development, analysis of psy- 
choses. 
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There are certain features of interest, which, 
if not original in their essence, appear so in 
— form of presentation. These are as fol- 

1. The emphasis on clinical aspects of 
problems and the influence of contemporary 
phenomenology on French psychoanalysis. As 
with other aspects of medicine in France, 
clinic and phenomenology are the points of 
emphasis of these papers and one finds no sta- 
tistical or experimental papers. This becomes 
particularly important if we consider the over- 
preoccupation in North America with “dy- 
namics” with the lack of concern for phe- 
nomenology and forgetting that most of the 
so-called dynamic formulations are phenome- 
nological descriptions. 

2. From the point of view of technique 
Nacht discusses the conditions of the ego 
which will prevent a psychoanalytic cure and 
should be detected to prevent unnecessary en- 
deavor. These are an excessive narcissistic ego 
structure ; a fundamentally masochistic ego 
structure ; excessive homosexual ego structure ; 
an ego structure defective in terms of rigidity 
and restrictness ; and cases with easy acting 
out. 

Two terms are introduced by Nacht in dis- 
cussing the terminal phases of analysis, namely 
“presence” and “dymythification.” By these 
he means that at the end of analysis the ana- 
lyst as a mythical, fantasmic figure should be 
changed to what he is, a real, non-mythical 
object. 

3. The French school of child analysis, 
headed by Lebovici, seems to maintain a mid- 
position between A. Freud and M. Klein. It 
rejects and accepts certain hypotheses of both 
schools, e.g. A. Freud’s idea of seduction of 
the child into analysis is rejected, while M. 
Klein’s insistance on pedagogic non-interfer- 
ence is accepted. However, not all French 
analysts of the Paris school are so conciliatory, 
e.g. Pasche and Male reject categorically all 
Kleinian concepts. 

4. The problem of anxiety is differently 
handled. Pasche develops a concept of anxiety 
derived from the first Freudian idea, i.e. trans- 
formation of undischarged libido, while Nacht 
believes that anxiety is related exclusively to 
aggressive impulses. 

These 2 volumes as a whole form an inter- 
esting review of different analytic problems 
as viewed by the Paris school of psycho- 
analysis. 

H. Azma, M.D., 
Montreal, Can. 


PsycnoLocr: Dern PartNeRwAHL. By Ulrich 
Moser. (Bern: Verlag Hans Huber, 1957, 
pp. 228, Fr./DM 26.) 


The author is concerned in this book only 
with the choice of partner in love and mar- 
riage, and gives a survey of the various theories 
on this subject. After presenting his own 
theoretical concepts, he discusses them on the 
basis of a psychoanalytic case history. 

The choice of object is described as de- 
pendent upon three factors: heredity; early in- 
fantile experiences; social influences. These 
factors form a three-fold complemental series 
(Ergaenzungsreihe), in the sense of Freud, 
meaning that the three factors contribute in a 
different ratio from case to case. To explain 
the heredity factors, Moser uses L. Szondi’s 
theory, as principally presented in Szondi’s 
book: Analysis of Destiny, which is called 
genotropism. 

Unlike Freud, Szondi assumes the source of 
the conditions of object choice to be not the 
“individual unconscious,” but heredity factors, 
which are represented by the latent power 
of the single gene. This power attracts people 
with the same or similar heredity factors in 
the genes of their “family unconscious.” The 
“family unconscious” is that part of the un- 
conscious which contains the demands of the 
ancestors and is responsible for the uncon- 
scious object choice of the individual. Although 
Freud himself expressed scepticism concerning 
these theories of Szondi’s, and although Moser 
shows himself to be a well-read follower of 
Freud, he tries to support Szondi by discussing 
the case history already mentioned not only 
from the psychoanalytic point of view, but 
also by examining the history of the different 
members of the patient’s family along the 
lines of Szondi’s concept. The result is not 
convincing, particularly as there is no strict 
evidence that genotropic phenomena, and not 
the family tradition of upbringing, causes the 
symptom tradition in a family, or a correspond- 
ing general neurotic attitude which may then 
be expressed in different symptoms. 

The greater part of the book is devoted to 
a positive discussion of the psychoanalytic 
literature on the subject, including American 
publications up to the year 1956, and also to 
a psychoanalytic discussion of a case history. 
Examining the dreams of a patient, the author 
shows himself to be both experienced in and 
convinced by psychoanalytic theory and prac- 
tice, and stresses the ego function of the 
dream. The lesser part of the book is filled 
with discussions of the social factors which are 
principally represented by the parents and 
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therefore influenced by the infantile child- 
parent relationship. 

The theoretical principles outlined by the 
author are: the choice of object is the result 
of the individual and family history, the pre- 
sent structure of existence and the relation- 
ships to the environment at the moment of 
choice. It is dependent upon 3 groups of con- 
ditions: (a) heredity factors as formulated by 
Szondi; (b) factors of infantile and puberty 
experience, as formulated by psychoanalysts; 
(c) influences of the social environment. 

The object choice is in reality, day-dream, 
dream and psychosis, dominated by the same 
principles. 

H. Aurrerter, M. D., 
Montreal, P. Q. 


A ComMPREHENSIVE DicTIONARY OF PsycHO- 
LOGICAL AND PsYCHOANALYTICAL TERMS. 
By Horace B. English and Ava Champney 
English. (New York: Longmans Green & 
Co., 1958, pp. 594. Text $8.00. Trade 
$10.75.) 


Not only is this the best comprehensive 
dictionary of psychological and psychoana- 
lytical terms in the English language, but it 
is also the most readable. The principal test 
of a good dictionary is its accuracy. This dic- 
tionary passes that test very well indeed, al- 
though there are a few definitions (like that 
of phrenology, for example) which are not 
quite what they should be. But with over 
13,000 terms admirably clearly defined in al- 
most all instances, the lexicographers may be 
allowed to nod upon occasion, the more so 
since they belong to the rare breed with a 
delightful sense of humor. The editors solicit 
corrections to their omissions and errors of 
commission. The editors have labored for 30 
years bringing this dictionary to fruition, and 
they have produced a worthy dictionary which 
is assured of a long and useful life. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


A Source Book. Edited 
by Charles F. Reed, Irving E. Alexander, 
and Silvan S. Tomkins. (Cambridge, 
Mass.: Harvard University Press, 1958. 
pp. 804. $12.50.) 


This source-book contains some 46 studies 
in psychopathology reprinted from the psy- 
chological and psychiatric literature. It is 
designed for students taking abnormal or clini- 
cal psychology, and covers primarily the 
period 1952-57. Five general areas are repre- 


sented in the selections : 1. The problem of the 
effects of early experience on psychological 
development, 2. Psychosomatic disorders and 
neurosis, 3. Schizophrenic psychosis, 4. So- 
matic factors in psychotherapy, and 5. The 
social context and its effects on the phenomena 
of behavior. 

The papers are unusually well chosen, and 
are designed not merely to give the student a 
sampling of the recent periodical literature 
but to stimulate him to do some thinking for 
himself, to help him perceive the meaning of 
the conflicting evidences and allegiances that 
exist in the field of psychopathology, and at 
the same time to give him an appreciation of 
the task of discovery in the behavioral sciences. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Psycnosomatic By T. F. 
Schlaegel, M.D. (Baltimore: Williams & 
Wilkins Co., 1958. pp. 229. $3.95.) 


The author, who is both an ophthalmologist 
and a psychiatrist points out that although 
the term “psychosomatic” is accepted and used 
by both doctor and layman, there is still con- 
siderable controversy as to its true meaning 
and that unfortunately many practitioners use 
it as a substitute for “psychoneurosis.” Psycho- 
somatic ophthalmology is defined as a method 
of approach in which the somatic investigation 
is not neglected but in which a psychologic 
investigation is added to the work-up so that 
psychologic and somatic factors are studied in 
mutual interrelation. 

The early chapters deal with general condi- 
tions which may involve the eye such as der- 
matologic syndromes, diseases of the nervous 
system, headache, allergy, endocrine disturb- 
ances, arthritis, vascular and infectious dis- 
eases. In this section the somatic aspects are 
considered but emphasis is placed on the psy- 
chic factors. The main body of the book is 
a description of ocular conditions according 
to anatomic location passing backwards from 
eyelids to optic nerve and orbit followed by 
a consideration of glaucoma, errors of refrac- 
tion, psychogenic disturbances of vision and 
visual perception, injuries and self-mutilation. 
A feature of this work is the inclusion of an 
exceptionally large number of case histories, 
as well as very comprehensive references 
throughout the text. 

The chapter on psychotherapy emphasizes 
the importance of the doctor-patient relation- 
ship and the need for a sympathetic and un- 
derstanding attitude on the part of the physi- 
cian. 
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The author believes that all eye cases in- 
volve emotional conflict and while it is easy 
to go along with that viewpoint in many in- 
stances, it is hard to believe that emotional 
factors play any great part in the etiology, for 
example, of keratitis, uveitis or cataract. 

Undoubtedly many eye patients are subject 
to anxieties and worries but one must be pre- 
pared to consider whether in any one case 
any mental change is resultant on the disease, 
rather than an etiological factor. 

This is a well written book and Dr. Schlae- 
gel has ranged the entire field of ophthal- 
mology from the standpoint of psychosomatic 
medicine. 

T. H. Hopcson, M.D., 
Toronto, Can. 


Tue New CHEMOTHERAPY IN MENTAL ILL- 
ness. Edited by H. L. Gordon, M.D., (New 
York : Philosophical Library, 1958, pp. 762. 
$12.00.) 

This massive volume is a collection of 167 
papers published from 1955 to 1957, relating 
to Rauwolfia, phenothiozines, azacyclonol, 
mephenesin, hydroxyzine, and benactyzine 
compounds. These articles are republished in 
their entirety so that there is much repetition 
of history, chemistry, side effects, etc. The re- 


sults reported are often at variance and no 
editorial comment, except for a brief general 
introduction, discusses such discrepancies. This 
book thus serves as a convenient accumulation 
of some of the many papers published during 
the height of enthusiasm over these medica- 
tions. 


Rosert S. M.D., 
Detroit, Mich. 


Hormones 1n Bioop. Ciba Colloquia on En- 
docrinology XI. Edited by G. S. W. Wol- 
stenholme and Elaine C. P. Millar. (Bos- 
ton : Little, Brown & Co., 1957, pp. 416. 
$9.00. ) 

The Ciba Foundation arranges small inter- 
national scientific conferences for the purpose 
of improving co-operation in medical and 
chemical research between workers in different 
countries. Many of these have dealt with en- 
docrinology. This volume is the first to be 
concerned with the nature and measurement 
of the hormones as they circulate in the blood. 

In his opening remarks Chairman A. S. 
Parkes reminded the audience that Prof. E. H. 
Starling had defined a hormone as something 
that goes round in the blood to act in another 
part of the body. 

In the earlier days of biochemical investiga- 
tion of the endocrine glands, technical diffi- 
culties discouraged investigators from working 


on the detection of hormones in circulating 
blood. Instead they had turned to the analysis 
and measurement of products which are ex- 
creted in much larger amounts in the urine but 
which are usually different from the circulating 
hormone. In the past few years improvements 
in laboratory technique have made it possible 
to measure chemically thyroid and adrenal 
cortical hormones that circulate in only micro- 
gram quantities in the plasma and body fluids. 
The catechol hormones, epinephrine and nor- 
epinephrine are present in the peripheral blood 
in such low concentrations as to present serious 
obstacles to their estimation. Chemical meas- 
urement of circulating levels of polypeptide 
and protein hormones of the pituitary, para- 
thyroid and pancreas must await further re- 
finements in protein chemistry. In the mean- 
time, bio-assay techniques have yielded some 
valuable information. 

Even when chemical assays are available 
for the measurement of all of the hormones, 
bio-assay of these materials will still hold an 
honourable place in endocrine investigation. 
For the circulating level of a hormone tells us 
nothing about its “biological activity.” It may 
be present in a “protein-bound” or “glucouron- 
ide-conjugated” form and be less active than 
a comparable amount of hormone that is 
freely available to the tissues. One disadvan- 
tage in measuring a hormone level in a sample 
of blood is that: it represents the state of 
affairs at a single point in time. Therefore, 
urine assays still have their place because they 
give a better idea of the level of glandular 
function over long periods of time. 

The control of glandular function by the 
nervous system was mentioned by several in- 
vestigators. It is now generally agreed that the 
hypothalamus and its central connections af- 
fect the release of pituitary hormones. The 
activity of the nervous system is in turn in- 
fluenced by the circulating hormones. The 
regulation is through a type of feed-back 
mechanism in which a rising level of circulat- 
ing hormone tends to inhibit the activity of 
the higher control centres. 

Certain rhythmic hormonal secretions seem 
to be determined by neural activity which is 
not clearly related to hormones carried in the 
blood. The diurnal variation in pituitary ACTH 
output may be in such a category. 

This is not a book for the uninitiated in en- 
docrine physiology. However, for research 
workers and others interested in the current 
problems of endocrine investigation, it is a 
very valuable reference work. 

Cavin Ezrin, M.D., 
Toronto, Can. 
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IN MEMORIAM 


EDWARD A. STRECKER, M.D. 
1886-1959 


It is unusual for a fellow psychiatrist to 
have the sad experience of following a 
psychiatric career full of achievements 
from its beginning to its end. From Edward 
Strecker’s first year in psychiatry, 1913, to 
his death on January 2, 1959, I worked with 
or near him in the Pennsylvania Hospital. 

For 4 years Dr. Strecker worked day and 
night with psychotic patients. His was no 
modern residency: he shared every re- 
sponsibility with me, sometimes with help 
from other physicians, sometimes the two 
of us alone, with no one to guide us, no 
one to teach us, but with no interruptions 
except lectures to nurses, no telephone. 
There were no psychiatrists in the city 
except those at the Friend’s Hospital who 
were looking after their own patients. 

Then in April 1917 horizons were wid- 
ened for Strecker, a native Philadelphian, 
and he became the only physician to serve 
throughout the war as division psychiatrist, 
attached to the 28th (Pennsylvania) Divi- 
sion in this country and in France. Major 
Strecker made a brilliant record and is 
quoted more than once in Col. Salmon’s 
official report on World War I. 

Returning to the Pennsylvania Hospital 
after the war Strecker soon met another 
opportunity. I can take credit for selecting 
him to revive the psychiatric outpatient 
clinic of the downtown Pennsylvania Hos- 
pital but I can take no credit for what he 
did there. This department, established in 
1885, had been dying on the vine—a few 
desultory patients received desultory treat- 
ment on one afternoon a week. In 1919 for 
instance it treated 80 new and 76 revisiting 
patients. Under Dr. Strecker’s amazing in- 
fluence from 1920 to 1925 it grew to re- 
ceive 1,134 new and 3,031 returning pa- 
tients ; every social service, church, school 
agency in or near the city was using it and 
reporting satisfaction with it. 

It is not to be wondered at that the 
Jefferson Medical College turned to Ed- 
ward Strecker to head its Department of 


Nervous and Mental Diseases. He was the 
“live wire” of Philadelphia psychiatry. His 
new duties somewhat interfered with the 
time he could devote to the outpatients and 
in 1930 with the opening of the Institute 
and its outpatient department he withdrew 
from the downtown clinic. 

Simultaneously with the Jefferson ap- 
pointment from 1925 to 1931, Strecker 
served as “long distance” Professor to Yale 
Medical School, helping to “sell” psychi- 
atry to the Yale authorities. 

Then came a third Professorship to the 
University of Pennsylvania with a 22-year 
tenure. There he was Head of the Depart- 
ment at first in name only, for there was 
no Department. Soon he created one. His 
weekly clinical lectures became famous as 
he made his points with clarity, drama, 
salesmanship but always with respect for 
the individual patient. He never forgot the 
human being who was in trouble. When he 
retired in 1953 he left a Department 
manned by 120 physicians. 

And then at the age of 71 he became the 
first Professor of Psychiatry at Seton Hall 
College of Physicians in Jersey City. 

In 1915 he married Elizabeth Kyne 
Walsh. They had no children. In 1958 Mrs. 
Strecker suffered a severe stroke. Dr. 
Strecker was unremitting in his care of 
her day and night, until his friends worried 
over evidences of his own failing health. 
On September 19, 1958, he was taken to the 
Jefferson Hospital where he died on Janu- 
ary 2, 1959. 

Although he knew that the canvas on 
which the events of a professional career 
are painted can serve as a screen, he liked 
the biographical sketch prepared by Lauren 
H. Smith for the Century meeting of The 
American Psychiatric Association in Phila- 
delphia, when Strecker was President. An 
excellent portrait accompanying the Presi- 
dential Address appeared in the July 1944 
issue of this Journal. He wrote an Auto- 
biography, to which I have access and 
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which I hope will be published. He agreed 
with me that his professional life had 4 
facets : Clinical, Teaching, Military, Writ- 
ing. 
1. I have mentioned his remarkable suc- 
cess as a young hospital clinician. He 
carried into private practice a devotion to 
his patients and he received in return an 
appreciation which is illustrated in a 
sentence. “I think of Dr. Strecker as an 
unfailing outstretched hand, always there 
to turn to through many, many years—a 
kind and firm father.” Fitted into his clini- 
cal work were research activities and es- 
pecial attention to the difficult problems of 
alcoholism and legal medicine. His clear- 
ness made him a “lawyers’ doctor.” 

2. His wonderful lectures to undergradu- 
ates in medicine will long be remembered. 
By his personal individual contacts with 
younger psychiatrists and graduate stu- 
dents at the Pennsylvania Hospital he left 
his imprint upon them and in doing so 
found lasting satisfaction. 

3. His influence on Military Psychiatry 
was unique. A divison psychiatrist in World 
War I, as has been mentioned, he became 
Consultant to Army, Navy and Air Force 
in World War II. A measure of his im- 
portant duties was the assignment to him of 
a room in the White House whenever he 
wished it and, as one of a medical com- 
mittee, a room in General Eisenhower's 
suite in London. He kept important secrets : 
he refereed struggles between the services. 
He furthered the establishment of a Navy 
Training Course in Philadelphia which with 
the cooperation of 5 medical schools pro- 
duced the 250 “Three Month Wonders” 
who at once and later showed remarkable 
ability. Later Strecker became Senior Con- 
sultant to the Veterans Administration. 


4. Writing was his major hobby and 
refuge. He produced 200 articles for medi- 
cal publication and I list his important 
books : Clinical Psychiatry, with Franklin 
Ebaugh and later Jack Ewalt and Leo 
Kanner, 7 editions. 8th edition, Ewalt, 
Strecker, Ebaugh ; Fundamentals of Psy- 
chiatry, 5 editions ; Examination Handbook, 
with Kenneth E. Appel (“give Appel 99% 
credit”) ; Discovering Ourselves, with 
Kenneth E. Appel, 2nd edition ; Psychiatry 
in Modern Warfare, with Kenneth E. Ap- 
pel ; Alcohol, One Man’s Meat, with Francis 
Chambers ; Basic Psychiatry, 5 editions ; 
Their Mothers’ Sons, 2 editions; Their 
Mothers’ Daughters, with Vincent T. Lath- 
bury ; Clinical Neurology (“1 wish I hadn't 
written this one.”) ; Beyond the Clinical 
Frontiers (The Salmon Lectures). 


HONORS AND AWARDS 


Degrees: A.B., A.M., Sc.D., Litt.D., 
LL.D. twice. 

Five Lectureships : the Salmon Memorial 
in New York and Toronto, the Gregory in 
New York, the McGhie in London, Ontario, 
the Pasteur in Chicago, the Jieracki in 
Philadelphia. 

Awards: Strittmatter Medal, Shaffrey 
Medal : Citation of Merit from the Presi- 
dent “for outstanding fidelity and meritori- 
ous conduct”; citations from Selective 
Service, Army, Navy, Air Force. 

Memberships: Life Fellow, American 
Psychiatric Association; Fellow of Phila- 
delphia and American Colleges of Physi- 
cians ; Interurban Club; Sydenham Co- 
terie ; Fellow of Royal Medico-Psychologi- 
cal Association; Sponsor, The Strecker 
Psychiatric Society, University of Pennsy]l- 
vania. 

Earl D. Bond, M.D. 
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Enuresis 


In the physically normal older child, persistent 
bed-wetting is often the revealing symptom 
of an anxiety state. Thus, the alleviation of 
psychic tensions is an important step in pro- 
moting nocturnal sphincter control. After 
using EQUANIL as a management adjunct, 
McClendon! reports: “Out of the sixty cases 
followed ... there have been forty-one com- 
plete successes, ten partial successes and 
nine failures.... These cases were selected 
because of the failure of all other 

measures. ...” 


1. McClendon, S.J.: Arch. Pediat. 75:101 (March) 1958 
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CONFORMS TO CODE —_ 
FOR ADVERTISING Wyeth MEPROBAMATE 


® 
Philadelphia, Pa. Relieves tension—mental and muscular 
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Members of the Medical Department 

will be available for technical discussions and | 
to furnish information regarding an important 
new thymoleptic. 


Tofranil® 


imipramine hydrochloride, Geigy 


This totally new agent, now under exhaustive 
clinical investigation, holds promise of 
representing a significant forward stride in the 
treatment of depressions. Visits to the exhibit 
from qualified investigators desirous of 
cooperating in these studies will be welcomed. 


— gical 
— The Me, sites 
— 
4 april’? — 
phe x 
; 
j 
é 
7 


Geigy 


Ardsley, New York 


Tofranil® 


imipramine hydrochloride, Geigy 


Synthesized and developed in the Geigy research 
laboratories as G 22355, the new thymoleptic 
agent, Tofranil, has now been subjected 

to pharmacologic and clinical study over a 
prolonged period. Nevertheless, in order to gain 
as wide an experience as possible, the list of 
clinical investigators is constantly being extended. 
Interested investigators not able to visit the 

Geigy exhibit at the Annual Meeting of the 
American Psychiatric Association are cordially 
invited to write to the Medical Director, Geigy 
Pharmaceuticals, P.O. Box 430, Yonkers, N. Y., 
for further information. 
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Before the fact 


SPARINE quickly controls the excitement and hostility of acute 
and chronic psychoses. As a practical adjunct to formal psy- 
chiatric measures, SPARINE simplifies care, facilitates accessi- 
bility, speeds social rehabilitation. 


SPARINE gives prompt control by intravenous injection and effective 
maintenance by the intramuscular or oral route. It is well tolerated in 
all three methods of administration. 


Comprehensive literature supplied on request 


4 ® 
Philadelphia 1, Pa 
HYDROCHLORIDE Promazine Hydrochloride 


INJECTION TABLETS SYRUP 


is 
‘ 


The ultimate goal of every psychia- 

S C kK A 4 G F trist is to see his hospitalized patients 
discharged. Pacatal can help in 

attaining this objective. Pacatal is 

ideal for patients with a promising future—those who have been hospitalized 
less than two years—because it keeps them accessible, ambulatory, and 
alert. On Pacatal, patients display a greater warmth of personality and will- 


ingness to cooperate. They are more responsive to psychotherapy and are 
able to establish a better relationship within their environment. 


In a one-year follow-up study of 67 schizophrenic patients treated with 
Pacatal, Vorbusch' found that 23 (or 34 per cent) were able to leave the 
hospital, and only 6 had to return for further treatment. A similar report 
by Feldman’ noted a 36 per cent release rate in Pacatal-treated patients, 
with only 9 per cent returning from parole. 


Dosage: Institutionalized patients—range 100 to 500 mg. per day (average 300 mg.). 
Usually begin with 50 mg. b.i.d., increase by 50 mg. every 5 to 7 days. 
Ambulatory patients—symptoms usually controlled with 25 mg. 3 or 4 times daily. 


Supplied: 25 and 50 mg. tablets in bottles of 100 or 500. 
Available in 2 ce. ampuls (25 mg./cc.) for parenteral use. 


References; 1. Vorbusch, H. J.: J. Clin. & Exper. Psychopath., (Jan.-Mar.) 1959 
2. Feldman, P. E.: Am. J. Psychiat. 115:736 (Feb.) 1959. 


for normalization . . . not sedation i, 


= 


: 

| 

7 

| 

Bi 

— 

E 

ad 

ite 


to control tranquilizer-induced 
Parkinson-like side effects 


COGENTIN. 


METHANESULFONATE (BENZTROPINE METHANESUL FONATE) 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION: Recommended dosage is one-half to one tablet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


SUPPLIED: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Iwc., PHILADELPHIA 1, PA. 
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MARKED IMPROVEMENT WITH 
“Deprol* 


REPORTED IN THREE 
PSYCHIATRIC STUDIES 


STUDY #1 STUDY #2 STUDY #3 


NUMBER OF 
PATIENTS 135 35 52 


Depressed, 26 psychotie 36 involutional 
TYPE chronic psy- depressions, depressions, av. 
p chotic patients, manic-depres- age77 (custodial 
mostly schizo- sive andinvolu- _ patientsin nurs- 
phrenic (hospi-  tional;9neurotic ing home); 16 
talized) depressions (pri- reactive depres- 
vate practice). sions, av. age 65 
(private prac- 

tice). 


DOSAGE ‘1-4 tabs. qid. 1-3 tabs. qid. 1-2 tabs. tid. 
(av. 2 tabs. or q.i.d. 
q.i.d.) 


1-25 wks. 
8 wks.) 


1 wk.-17 mos., (av. 6-22 wks. 


(av. 1.8 mos.) 


‘DURATION OF 
TREATMENT 


Substantial im- Complete or Good results in 


RESULTS provement in social recovery 78% of involu- 
41%; some im-__ iin 57%.” tional depres- 
provement in an sions and in 
additional 39%.!. 69% of reactive 

depressions.* 


ADVANTAGES OF “LI composition: Each ightpink, scored tab 


let contains 1 mg. 2-diethylaminoethyl 
Antidepressant action does not produce ex- benzilate hydrochloride (benactyzine HCl) 


cessive stimulation, jitters, insomnia and 400 mg. meprobamate. 


Dosage: Usual starting dose is 1 tablet 


% Restores normal sleep without depression- q.i.d. When necessary, this dose may be 

i producing aftereffects gradually increased up to 3 tablets q.i.d. 
i i i References: 

Improves mood without depressing appetite 1. Pennington, V.M.: The use of Deprol in chronic psy- 


chotic patients. Am. J. Psychiat. 1]5:250, Sept. 1958 


1-4 2. Alexander, L.: Chemotherapy of depression—Use of 
meprobamate combined with benactyzine (2-diethy!- 


aminoethy! benzilate) hydrochloride. J.A.M.A.166:1019, 


4 Deprol has not produced hypotension or March 1, 1958, 3. Settel, E.: Treatment of depression 
in the elderly with a meprobamate-benactyzine hydro- 
liver toxicity combination. Submitted for publication, 1958. 
« Personal munications f hysicians; in the 
Does not interfere with other drug thera- files of Wallace Laboratories. 


pies, or with sexual function 
Can be used in hypertension, and with 


unstable personalities ® 
@ WALLACE LABORATORIES 
Side effects are minimal 
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A Psychotropic Agent... 


To control both Anxiety and Agitation 


Anxiety and agitation, although related, may differ 
in their etiology. In psychiatric practice, therefore, 
it has frequently been found advantageous to use 
multiple agents and therapies to produce maximum 


therapeutic benefits. 


PROZINE, a new psychotropic agent, offers dual mech- 


anism of action. Its sites of action are: 
1. the hypothalamic area’ 


~ 2. the thalamus and interneuronal pathways of the 


central nervous system.? 


PROZINE alleviates anxiety and psycho- 
motor agitation. 


PrRozINE is indicated as adjunctive treatment to psychotherapy and other therapeu- 


tic measures in patients suffering many varied mental and emotional disturbances. 


Prozine controls behavior disorders associated with psychiatric illness expressed 
by symptoms of confusion, belligerence, combativeness, delusions, insomnia, 
untidiness, hyperactivity, negativism, phobic reactions, and depressive states. 
ProzinE is effective in the management of chronic alcoholism and behavior prob- 


lems of children, adolescents, and the senile patient. 


PROZINE® 


meprobamate and promazine hydrochioride, Wyeth 
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Specific Control through Dual Action 


with minimal side-effects 


SUMMARY OF CLINICAL 


Of 422 patients displaying primary emotional disturbances, chiefly 


psychoneurotic, 82 per cent showed significant improvement. Approxi- 


mately 20 per cent of these patients were hyperactive, aggressive, 
) $8 


difficult-to-control children and adolescents. Fifteen per cent 


were alcoholics. 


Of 227 psychotic patients, 63 per cent showed significant symptomatic 


improvement. The diagnoses in this group included schizophrenia 


and afiective disorders including manic-depressive psychoses. 


Of 323 patients with diagnosed organic disease and associated emo- 


tional disturbance, 81 per cent showed significant improvement in the 


emotional component of their illness. The organic diseases in- 


cluded gastrointestinal, cardiovascular, dermatological, musculo- 


skeletal, endocrine, menopausal and allergic disorders; carcinoma, 


chronic brain syndrome; also included were disturbed mentally 


retarded patients. 


In 972 patients, side-effects occurred in only 3.7 per cent. Chief 


among these was lethargy in 9 patients. 


Supplied: Bottles of 50 green-and-white capsules, each containing 


200 mg. meprobamate and 25 mg. promazine hydrochloride. 


Comprehensive literature is available 


1. Rinaldi, F., and Himwich, M.E.: Dis. Nerv. System 16:133-141 (May) 1955. 
2. Berger, F.M.: J. Pharmacol. & Exper. Therap. 112:413-423 (Dec.) 1954. 
3. Ehrmantraut, W., et al.: Presented as a Scientific Exhibit, District of Columbia 
Medical Society Convention, Noy. 24-26, 1958. 
4. Parks, R.V.: Internat. Rec. M. 171:678-683 (Nov.) 1958. 


. Case reports on file at Wyeth Laboratories. 


Philadelphia 1, Pa. 
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CONVULSIVE THERAPY (maximum convulsive and therapeutic efficiency) NON- 
CONVULSIVE THERAPIES » ELECTRO-SLEEP THERAPY * FOCAL TREATMENT (unilateral = 
bilateral) * MONO-POLAR TREATMENT (non-convulsive or convulsive) * BAR- 
“4 __ BITURATE COMA (and other respiratory problems) * MILD SEDAC (without sedation) ae 
SEDAC THERAPY (with sedation) * PRE-CONVULSIVE SEDAC (for anxious 
patients who resist EST) POST-CONVULSIVE SEDAC (for deep sleep) NEURO. 
LOGICAL CONDITIONS MEASUREMENT PROCEDURES = 
‘ 
XXVIII 
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faster therapeutic response with 


REITER MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


¢ most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 

e patients are quickly clear and bright following 
treatment 

e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


¢ anxious aversion to EST minimized by gentle 
SedAc current 

e one-knob, with safety lock, controls convulsive and 
sedative currents 


e clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 


Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Sc.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 
Model SOS will be shown at Booths 62 & 63 at the APA meeting. 
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“Surprise Bath” used in colonial 
times to ‘‘restore the distracted to 
their senses.” Original wood 
engraving by John De Pol. 


restore them 


Less than 200 years ago, the mentally. ill were bled, purged, 
beaten and sometimes nearly drowned in efforts to restore 
them to their senses. 


The treatment of mental illness has progressed far beyond 
methods such as these. One of the major advances in psychiatry 
has come through chemotherapy—now an important factor in 
the treatment of mental illness, pioneered and developed 

with ‘Thorazine’. 


The importance of ‘Thorazine’ in psychiatry is twofold: 
(1) its continued widespread use has established it as a 
fundamental drug that can be used with confidence, and 
(2) it has led S.K.F. to the development of related drugs 
which offer the psychiatrist opportunities to help 

an even greater number of patients. 


THORAZINE® 


chlorpromazine, S.K.F. 


WG) Smith Kline & French Laboratories 


*T.M, Reg, U.S, Pat. Off. 
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their senses 


Dress rehearsal 


The scene looks ordinary—a patient, a physician’s office. But there is a difference. 
Here, under rigidly controlled and guarded conditions, a child with a history 

of rheumatic fever is taking part in mass trials of a promising new drug— 

not yet available for prescription. 


The observer at the left is Edward F. Roberts, M.D., Ph.D., a physician in the 
service of physicians. As Director of Clinical Investigation for Wyeth, he has called 
on the clinician for facts. Has the compound protected this patient and others 

in the series from rheumatic activation? Is the drug suitable for long-term use? 
What are the reports on untoward reactions? 


Whatever he learns, Dr. Roberts is certain of this: Before a compound becomes a 
prescription drug, it must prove itself in many such trials throughout the country. 


Right now, Dr. Roberts can turn to an abundance of facts revealed by laboratory and 
animal investigation. He knows the results of extensive studies by scientists in the 
Wyeth Institute for Medical Research. He has their reports on animal 

pharmacology and toxicology. He knows what was learned there about the prolonged 
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antistreptococcal activity of the compound. But he also knows that no drug can 
serve medical practice on in vitro and animal evidence alone. Actual use in selected 
human patients is indispensable. 


These clinical trials have already provided Dr. Roberts with encouraging clues. 
His guarded comment is, “Wait for the full results.” Afterward other requirements 
must be met before the agent is ready for the profession. It is a matter of law 

that no house can market a drug until all the findings have been reviewed by 

the Food and Drug Administration of the Federal government. But even after 
marketing, the studies will not stop. Like the other physicians of Wyeth’s Medical 
Division, Dr. Roberts continuously explores new areas of use as an obligation 

to medical practice. 


The purpose of clinical trials is to surround pharmaceutical discoveries 


with experience and every safeguard. In doing this, Dr. Roberts’ efforts Wyeth 
and those of his associates, at Wyeth, in medical practice, in government, 


lead to better and safer drugs at the service of physicians. Philadelphia 1, Pa 
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"@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 
~ Therapy @ Supervised Sports @ Religious Services 

Your patients spend many hours daily in healthful out- 


= 

door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies .. . all on 
Florida’s Sunny West Coast . 

A MODERN HOSPITAL FOR Kates Include All Services end Accommodations 

MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT WALTER H. WELLBORN. M. 


D. 

PETER J. SPOTO. M.D ZACK RUSS. MD. 

TARPON SPRINGS FLORIDA SAMUEL G on M.D 
ON THE GULF OF MEXICO “WALTER il. BAILEY. M.D. 


Phone: Victor 2.1811 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for be ry and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
HN D. PATTON, M.D 
Clinical Director 
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from WILEY... 


Are social and psychodynamic fac- 
tors in the development of psychia- 
tric illness related to a patient's 
position in the social class structure 
of American society? 


Is mobility in the social class struc- 
ture of American society associated 
with the development of psychiatric 
illness? 


These two important ques- 
tions are the central theme of 


FAMILY 
and CLASS DYNAMICS 
in MENTAL ILLNESS 


By JEROME K. MYERS, Associate Pro- 
fessor of Sociology, and the late BER- 
TRAM H. ROBERTS, formerly Assistant 
Professor of Psychiatry; both of Yale 
University. A companion volume to Hol- 
lingshead and Redlich’s Social Class and 
Mental Illness (Wiley, 1958), this second 
research report in the New Haven study 
of social class and mental illness examines 
relationships between social stratification 
and psychiatric disorders. Specific refer- 
ence is made to home, family, and com- 
munity relationships. Fifty patients (half 
psychoneurotic and half schizophrenic ) 
and their families, from lower middle and 
lower Classes, were studied intensively by 
a team of psychiatrists, sociologists and 
other social scientists. 

1959. 295 pages. $6.95 


Send for examination copy. 


JOHN WILEY & SONS, Inc. 
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A New Helpful Guide to 


PSYCHIATRY 
IN GENERAL 
PRACTICE 


By J. A. Weijel, M.D. 


Consulting Psychiatrist, Amsterdam 


The aim of this book is to give the general 
practitioner—in his approach to the patient, 
in the patient’s attitude toward treatment, and 
every other facet of the link between medical, 
psychological and social problems—a basis for 
using psychiatry with the majority of men- 
tally normal patients. 


Confusion between various schools of thought 
in the science of psychiatry need no longet 
hinder the general practitioner in his non- 
specialist use of the vast amount of knowledge 
already obtained by psychiatry and psycho- 
analysis. Aided by the type of “questionnaire” 
in this book he will be able to bring his psy- 
chological knowledge of the patient up to the 
same level as his somatic information. 

206 pp. $7.00 


Section Headings 
Part I: Psychiatry and General Medicine 
Part Il: The Premedical Period 
Part Il: The Psychosocial Questionnaire 
Part IV: The Medical Period 


Part V: — Psychotherapy 


FREE EXAMINATION COUPON 


ELSEVIER PRESS, INC. Dept. AJP 
126 Alexander St., Princeton, N. J. 


Send me for 10 days FREE examination PSY- 
CHIATRY IN GENERAL PRACTICE (Weijel). 
Within 10 days I will remit purchase price of 
$7.00 plus small delivery cost, or return book 
and owe nothing. 


Zone .... State 


Save! Remit with order and we pay all shipping 
costs. Same veturn and refund guarantee, of course 


Zz 
3 


| 
| 
& 
| 
| 
| | 3 
| 


‘MENTAL SUBNORMALITY 


RICHARD L. MASLAND, M.D., 
SEYMOUR B. SARASON 4 


HERE IS A COMPREHENSIVE 
evaluation of the roles played by bio- 
logical, chemical, psychological, en- 
vironmental and genetic factors in the 
causation and development of mental 
retardation. 

Reporting the results of an exten- 
sive research project conducted by the 
authors under the sponsorship of the 
National Association for Retarded 
Children, the volume focuses not only 
upon the origins of mental subnormal- 
ity but also upon the possibilities of 
preventive measures. 

Documenting their study with 
numerous case references, Drs. Mas- 
land, Sarason and Gladwin demon- 
strate that no case of mental retarda- 
tion can be attributed to biological or 
environmental influences alone. Their 
—— work paves the way 

or desperately needed additional re- 
search in An this major problem area. 


BASIC BOOKS, Inc., Publishers 
59 Fourth Avenue, New York 3, N. Y. 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private idential treat t of 
emotionally disturbed children and for the educa- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 

Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


Please write: 
Mrs. 
P. O. Box 4008 D 


Austin, Texas 


Nova Lee Dearing, Registrar 


Horizon Infinity - Science with 
its constant expansion of en- 
deavor and the resultant 
broadened horizons, opens 
new doors to the watchful. 
We are striving to broaden 
our horizons to bring greater 
beauty to the printed page 
in both color and design. 
We are bringing new hori- 
zons into the printing and de- 
signing of Trade Publications. 


DARTMOUTH PRINTING COMPANY 
Plant at Hanover » New Kampshire 
New York Office—Plaza 7-8065 
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Important Books 
from 
LITTLE, BROWN 
and COMPANY 


PSYCHO- 
PHARMACOLOGY 
FRONTIERS 


edited by 
NATHAN 5S. KLINE, M.D. 
with 92 contributors 


Proceedings of the 


Psychopharmacology* 


Symposium Second 

International Congress of Psychiatry. 
New! The world’s leading psychiatrists, 
pharmacologists, psychologists, and neurol- 
ogists present their iatest findings on the 
use of drugs in the treatment of mental 
illness. This book faithfully records this 
largest program ever devoted to psycho- 
pharmacology. 560 pages, 49 illustrations. 
$10.00 


Whitaker: PSYCHOTHERAPY OF 

CHRONIC SCHIZOPHRENIC PA- 
TIENTS. Topics presented are diagnosis 
and prognosis, distortions in communica- 
tions, orality, anality, the family and sex- 
uality, countertransference, management of 
patient and family. 219 pages. $5.00 


] Mellwain : BLOCHEMISTRY AND 

THE CENTRAL NERVOUS SYSTEM. 
This second edition contains much new ma- 
terial. Presents an integrated view of neu- 
rophysiology, neurochemistry, neurology, 
and chemistry. 288 pages, illustrated. $10.00 


[_] Henry Ford Hospital Symposium: RE- 
~ TICULAR FORMATION OF THE 
BRAIN. Sixty-five specialists present 
knowledge concerning this important area 
of the brain as it relates to neuroanatomy, 
neurophysiology, and behavioral studies. 
766 pages, 355 illustrations. $16.00 


Use this advertisement as an order coupon. 
From your dical bookstore or: 


LITTLE, BROWN AND COMPANY 


34 Beacon Street, Boston 6, Massachusetts AJP 
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An event of importance for 


NEW AUTHORS ONLY 


OPUS #1 is the title of a new 
Philosophical Library 1959 
book series which will pub- 
lish the deserving manu- 
scripts of new authors only. 


OPUS #1 has two basic re- 
quirements: The author must 
have something to say and 
know how to say it. 

OPUS #1 will be dedicated to 
the humanities and will in- 
clude works in the fields of 
Art, Literature, Philosophy, 
Religion, Sociology, History, 
Psychology and Psychiatry 
OPUS #1 books will be print- 
ed on special, fine antique 
paper, and artistically cloth- 

und for library use. 
Only complete book-length 
manuscripts accepted. 
Inquire for full details 
Philosophical Library, Publisher: 
Dept. OP-101 
15 East 40 St., N.Y. 16, N.Y. 
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Schizophrenia 
Manfred Sakel 


Epilepsy 
Manfred Sakel 


The Analysis of Dreams 
Medard Boss 


Group Psychoanalysis 
B. Bohdan Wassell 


The Neuroses and 
their Treatment 
Edward Podolsky 


Psychotherapy and Society 
Wladimir Eliasberg 


The New Chemotherapy 
in Mental Illness 
H. L. Gordon 


Principles of Self-Damage 
Edmund Bergler 


The New Psychiatry 
Nathan Masor 


Experimental Psychology 
Ivan Paviov 7.50 


Philosophical Library, Publishers 
15 East 40 Street, New York 16 
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A SUMMER CAMP 


for children with adjustment problems 

A complete camp program for boys and girls from 5-16 with normal or 

Herbert J. Haver above average intelligence. Especially suited for the child in treatment 
Ph. D who needs and can profit from a non-competitive, therapeutic group 

. environment. Our mature, professional staff is experienced in the fields 


director of psychodynamics. Write for our brochure. 
Estab. 1956 


Oakwood 7-353 in the Berkshires 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Di Frances M. King, formerly Director of the Seguin School References 
irectors / Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


... We Invite You To Visit 


The New 
CHILD STUDY, 
TREATMENT and 
RESEARCH CENTER 


when you attend the 1959 Annual Meeting of 
the Association in Philadelphia. We would 
welcome the opportunity to have you see this 
modern Center for Exceptional Children, meet 
William C. Adamson, M.D., F.A.P.A., and 


other members of the professional staff. 


THE WOODS SCHOOLS 


Edward L. Johnstone, President 
Langhorne Pennsylvania 
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““My commendations to 
Harper & Brothers and kon 


my special praise for 
John Martin Bartlow.” 


—WILLIAM C. 
MENNINGER, M_D. 


THE PANE 
OF GLASS 


By JOHN BARTLOW 
MARTIN 


An informed report on the care of 
the mentally ill in America today. 
“A timely work, a much needed 
work.” —Harry C. SOLOMON, M_D., 
Superintendent, Boston Psychopathic 
Hospital, President (1958), Ameri- 
can Psychiatric Assn. 


At all bookstores @ $6.00 HARPER & BROTHERS 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. 
Leo H. Berman, M.D. 
Albert M. Moss, M.D. 
Louis J. Micheels, M.D. 


CARE and TRAINING for the 
- MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies 


SIX COMPREHENSIVE PROGRAMS: 


® Observation and © Residential Supervision 
Diagnosis © Summer Program 

® Education and Training ®@ Psychiatric Treatment 

® Custodial Care Center 


The educational program aims at maximum devel 
opment of each child. Training includes self-care ; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills 
Children live in homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School! Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation 
Established 1888. For information write: Registrar, 
Box N 


TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 


Robert Isenman, M.D. 
John D. Marshall, Jr., M.D. 
Peter P. Barbara, Ph.D 


IMPORTA NT 


We Are Desirous of 
Obtaining Copies 
of the January 1958 Issue 


We will pay $1.00 per issue plus 


postage costs 


SEND TO: 

AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorcE M. ScHLoMeR, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMes Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
FRANCIS A. O'DONNELL, M.D. RicHARD L. Conpe, M.D. 
Rosert W. Davis, M.D. H. C. Hoss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CRESWELL Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 


CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the available 


services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 


50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wore, M.D RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. M. D. G. PauLine We tus, R. N. | Hersert A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in 
this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCKIPTIONS AND KENEWALS ON THIS FORM 


1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
New 20, New York 
Enclosed herewith is $ .... : for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume .. ... Number 

Print 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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you"spend 


you need the protection of TRUE SECURITY 
MUTUAL BENEFIT LIFE’S 
FINANCIAL PLANNING FOR 
YOU AND YOUR FAMILY 


You probably spend about four more years and 
nine thousand more dollars for your education 
than the average man. This can cause major 
financial handicaps in starting your practice. 

But even if you have been practicing for years, 
you very likely are still harassed by many other 
financial problems peculiar to your profession. 

Over a century of service to medical men has 
given Mutual Benefit Life a unique com- 
prehension of their problems. Mutual Benefit 
Life can help you with an exclusive plan for 
TRUE SECURITY—a practical, economical 
program to give you and your family complete 
financial protection. 

Your Mutual Benefit Life man is a specialist 
in financial planning for the medical man, and 
his advice is yours without obligation. Why not 
get in touch with him soon. 


MUTUAL BENEFIT 


The PE Insurance Company 
é 


for reve security 


Send this coupon for your free copy of an analysis 
of the medical profession's financial problems and 
their solution. This is not only an insurance booklet 
but an overall handbook showing how vou can keep 
more of vour earnings. The use of this coupon does 


y not obligate you in any way 
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